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SPECIAL ARTICLE 


DIAGNOSIS AND TREATMENT OF GASTRIC AND 
DUODENAL ULCER 


By WivuraM Fitcu Cueney, M.D., San Francisco 


If such were needed, what better illustration of the value of thorough searching for 
evidence and the intelligent weighing of all the evidence in arriving at a diagnosis could 
be given than is found in Doctor Cheney’s discussion of gastric and duodenal ulcer? 

By the same token, what better illustration could be desired of the dangers of diag- 
nosis based upon incomplete evidence? 

It isn’t often in medical literature that we have the pleasure of reading such a suc- 
cinct, clear exposition of what we do and do not know about a common ailment. 

Is it likely that many persons are being treated for ulcer where ulcer is not and that 
many people with ulcer are being treated for something else because of lack of thorough- 
ness in the work of some of us? I wonder.—EpirTor. 


sarc is really no diagnostic history of 
u 


Icer, as was once believed and taught. 
Experience forces the conclusion upon us 


that physical examination affords no positive- 


sign of ulcer, while negative signs neither 
indicate nor exclude it. 

All expected stomach contents findings may 
be missing and the fasting contents normal, 
even though ulcer exists. 

The absence of blood from the stools does 
not disprove a diagnosis of gastric ulcer; 
and its presence is of value only when con- 
sidered in connection with all the other 
symptoms and signs. 

Blood Wassermann test should never be 
omitted from any examination, no matter of 
what symptoms the patient complains. 

The utmost importance is attached to radio- 
logical investigation of the gastro-intestinal 
tract, and no conclusion is justifiable without 
the evidence it supplies. 

In recent years we have learned to suspect 
infection as a cause of peptic ulcer. It seems 
possible, therefore, that when an ulcer re- 
lapses after careful routine treatment, or a 
new one develops, this may be due to re- 
infection. 


LCERS of stomach and duodenum do not form so large 

a group as we used to think; because more accurate 

methods of investigation have gradually substituted 

demonstration for inference, and so have greatly lim- 
ited the cases properly designated ulcer. The more carefully we 
make our diagnosis, the more valuable become our conclusions 
about methods of treatment; for thus we eliminate conditions, 
on the one hand, less serious than ulcer, that would have sub- 
sided gradually even without routine therapy; and conditions, 
on the other hand, that no sort of dietetic and medicinal meas- 
ures could possibly cure. Hence, the importance of careful study 
before decision is reached. The means at our disposal for diag- 
nosis are the usual ones of history, physical examination, labora- 
tory, and x-ray examinations. 


THE PATIENT’S HISTORY AND WHAT IT TELLS US 


When a patient comes for advice about digestive disturbance, 
it is highly important to keep an unprejudiced mind. The story 
should be accepted as it is related, and no attempt made to 
shape it to fit some preconceived idea. There is really no diag- 
nostic history of ulcer, as was once believed and taught. Cer- 
tain features were formerly considered characteristic, such as 
long duration, remissions or intermissions in the course, the re- 
lation of the symptoms to food, with hunger pain and night 
attacks, the general complaint of sour stomach, the relief of 


pain by soda or by vomiting, and the occasional vomiting of blood or its passage by the bowel. But now 
we recognize that every one of these features may occur in combination when no ulcer is present, and not 
even any gastric disease, for most of them arise from gastric hypersecretion. Not all ulcers, however, 
cause hypersecretion, while many other diseases besides ulcer may produce it. In other words, a typical 
history does not necessarily mean ulcer, and ulcer may be present without a typical history. The knowl- 
edge needed for judicial determination of what the gastric disturbance really means, therefore, comes from 


the patient’s complete and detailed statement of facts about every part of his body; and not simply from 
that about his gastric distress. 


Physical examination, likewise, gives little reliable information about the presence of ulcer of the 
stomach. All the evidence usually found is subjective; that is, tenderness in the epigastrium or the right 
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or left hypochondrium. But this sign depends, i 
part at least, upon the patient’s sensitivenss to pain, 
so that neither its presence nor its absence is conclu- 
sive. There is ordinarily no objective sign of ulcer, 
nothing that can be seen or palpated. For this rea- 
son negative evidence, the entire absence of any ab- 
normality on physical examination, was formerly 
looked upon as diagnostic of ulcer, when the history 
had created an impression that ulcer existed; but 
this conclusion is unreliable, because several other 
intra-abdominal conditions may likewise present no 
physical signs, and yet give similar history. Expe- 
rience forces the conclusion upon us that physical 
examination affords no positive sign of ulcer, while 
negative signs neither indicate nor exclude it. What 
we need to remember is, that the collection of data 
by physical examination must include the entire 
body, in a systematic and unprejudiced way; for in 
some remote finding, such as the reactions of the 
pupils or the condition of the prostate gland, may be 
discovered the clue that explains the whole digestive 
disturbance, no matter what the abdomen shows or 
does not show. 


LABORATORY EXAMINATIONS AND THEIR VALUE 


Stomach Contents—Naturally the first concern is 
about stomach contents; and the fasting contents in 
ulcer usually present several characteristic features: 
(a) The amount is frequently increased above 50 
cc., due mainly to interdigestive hypersecretion, but 
partly to pylorospasm; (b) the total acidity and 
free HCI are frequently high, so that they equal or 
exceed the values found during the digestive stage; 
(c) blood is occasionally found as visible streaks 


or brownish shreds, or more often is discovered by 
the benzidine test and by red corpuscles in smears 
of the sediment. All the expected findings, how- 
ever, may be missing and the fasting contents nor- 


mal, even though ulcer exists. Fractional gastric 
analysis usually shows hypersecretion, rising grad- 
ually with each extraction, so that the total acidity 
and free HCl are decidedly above the normal 
throughout, and are higher at the end of two hours 
than at any previous time. This is the characteristic 
finding in ulcer, but it is not essential to diagnosis. 
Ulcer may be present, though fractional gastric an- 
alysis shows a normal secretory curve; and so many 
extra-gastric conditions may cause digestive, and 
even inter-digestive, hypersecretion that its presence 
alone never justifies the inferences that ulcer exists. .. 
Intestinal W aste—All ulcers do not bleed, so that 
the stools do not always show visible or occult blood 
even in the presence of ulcer; and when such evi- 
dence is found, it does not necessarily mean ulcer, 
for there are many other possible causes for its pres- 
ence. The absence of blood from the stools, there- 
fore, does not disprove a diagnosis of gastric ulcer; 
and its presence is of value only when considered in 
connection with all the other symptoms and signs. 
The chief value of stool examination in chronic di- 
gestive disturbances is not to discover the presence 
or absence of occult blood; but to find whether it 
contains ova or cysts of parasites that may be the 
real cause of the symptoms the patient describes. 
Urine—No proof for or against gastric ulcer can 
be obtained by urinalysis; but this investigation tells 
much about other conditions that may simulate 
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ulcer, such as diabetes, chronic nephritis, and renal 
or ureteral stone. In diabetes, gastric indigestion 
with pain is a not uncommon manifestation; in 
chronic nephritis, digestive disturbances frequently 
appear as a consequence of uremia; with renal or 
ureteral stone, attacks of pain in the right or left 
upper quadrant, with vomiting and reflex disturb- 
ances of gastric secretion, offer at times a perplexing 
resemblance to ulcer. 


Blood—Unless large or frequent small hemor- 
rhages have been caused by an ulcer, the routine 
blood count gives no information; and even so it 
shows only a secondary anemia without identifying 
the cause. More important, as with the urinalysis, 
is the possible discovery by blood examination of 
other conditions that may underlie the symptoms 
suggesting ulcer; such as pernicious anemia, leuke- 
mia, or Banti’s disease. 

Of even greater importance is the blood Wasser- 
mann reaction. Ulcer of stomach or duodenum may 
really be luetic, from a broken down gumma; or 
luetic conditions of the liver or at the portal fissure 
may cause symptoms closely resembling those of 
ulcer; so that the real nature of the pathology pres- 
ent and the treatment consequently indicated be- 
come clear only after the Wassermann test. I? 
should never be omitted from any examination, no 
matter of what symptoms the patient complains. 


Spinal Fluid—tIn certain dubious cases this alone 
can solve the diagnostic problem. It is not necessary 
in every case, but particularly where the finding of 
an abnormality in a pupillary or patellar or Achilles 
reflex, with failure to discover by other methods of 
diagnosis any explanation for the chronic digestive 
disturbance, arouses the suspicion of possible disease 
of the spinal cord. Increased cell count in the spinal 
fluid, increased albumen content, positive Wasser- 
mann reaction in all dilutions, even when blood 
Wassermann is negative, combine to make the situa- 
tion clear. Not infrequently in such conditions re- 
current spells of vomiting and pain are wrongly in- 
terpreted to mean ulcer until routine treatment 
without benefit ultimately leads to further investi- 
gation and thus to an understanding of the real 
pathology present. 

A-ray Examination—The utmost importance at- 
taches to radiological investigation of the gastro- 
intestinal tract, and no conclusion is justifiable with- 
out the evidence it supplies. It gives direct testi- 
mony about the outline of the stomach and duodenal 
cap, the rate of peristalsis, and the emptying time. 
Thus it substitutes demonstration for inference and 
either confirms or disproves the suspicion aroused 
by other methods of examination. And yet it must 
be remembered that x-ray reports are not infallible. 
It is possible for an ulcer to be overlooked when 
present, and to be reported present when really ab- 
sent. Therefore, while in general the x-ray findings 
are to be given great weight in diagnosis, they can- 
not be accepted as final proof unless they are consid- 
ered in connection with all the other facts elicited 
by history, physical examination, and other labora- 
tory investigations. 

To sum up the data that, taken together, make a 
fairly certain diagnosis of chronic gastric or duo- 
denal ulcer, there should be, first a history of long- 
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standing digestive disturbance, lasting over a period 
from one year to twenty, with periods of exacerba- 
tion and other periods of remission or absence of all 
symptoms; with characteristic features, such as the 
onset one to four hours after meals of burning dis- 
tress, belching, water-brash, nausea and vomiting, 
at times hematemesis; the distress all relieved by tak- 
ing food and comfort persisting until a new cycle 
begins at a variable period afterwards; the tendency 
of such attacks to occur particularly at night, rous- 
ing the patient from sleep; and the common story 
of the habitual use of soda. Second, after a thorough 
and systematic physical examination, involving all 
parts of the body, there should be found no sign of 
any disease except possibly tenderness high up in the 
abdomen, in epigastrium or either hypochondrium. 
Third, after routine laboratory examinations, stom- 
ach contents ought to show digestive and inter-diges- 
tive hypersecretion; feces should be negative except 
for the possible presence of occult blood; urine 
should be normal; blood should show no abnormal- 
ity except possibly a moderate secondary anemia; 
and the blood Wassermann should be negative. 
Fourth, the x-ray examination ought to reveal a fill- 
ing defect in the stomach or a deformed duodenal 
cap, with abnormal gastric or duodenal peristalsis 
and possibly delay at the pylorus. 

If all the foregoing symptoms and signs are pres- 
ent, it is easy to diagnose gastric or duodenal ulcer. 
But it must be remembered that the so-called “ulcer 
history” is only a hypersecretion history, and may be 
produced by many other conditions besides ulcer; 
that physical examination aids in eliminating these 
other possible causes of hypersecretion, but that ulcer 
itself and several other diseases whose history re- 
sembles it may give no objective signs; that gastric 
analysis, even when it demonstrates hypersecretion, 
does not prove that ulcer produces it, and it may de- 
lude by showing no change from normal, even when 
ulcer exists; and finally that, while the recognition 
of ulcer rests largely on the x-ray findings, it must 
never rest on these alone. 


DIFFERENTIAL DIAGNOSIS 


When a patient complains of chronic disorder of 
the stomach, the question that naturally presents it- 
self is “why?” Ulcer is only one possibility ; and the 
symptoms it produces vary so much in degree, as 
well as in character, that we must give up the idea 
of a typical diagnostic history. Admitting this we 
have next to ask ourselves what else can the symp- 
toms mean? Other conditions that must be investi- 
gated in searching for an answer to the problem can 
be usefully grouped as follows: 


Other Intra-gastric Diseases —'The chance that 
the patient’s complaints are really due to cancer of 
the stomach must be kept prominently in mind; but 
the one definite proof for or against this is the x-ray 
film, no matter what may be shown by the history, 
physical examination and gastric analysis. The only 
other organic disease of the stomach occurring with 
any frequency is chronic gastritis; but how frequent 
it really is no one can say. Probably we diagnose it 
too often. The essentials to its recognition are abun- 
dant mucus in fasting stomach contents, with de- 
creased gastric secretion and negative x-ray films. 
But be wary about accepting this diagnosis. Early 
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cancer sometimes lurks behind these findings, and 
repeated observations should be made before decision 
is reached. 


Extra-gastric, but Intra-abdominal Pathology— 
Under this heading fall chronic cholecystitis and 
cholelithiasis, chronic appendicitis, chronic colitis, 
neoplasms of the intestine, hernia, tuberculous peri- 
tonitis, cirrhosis of the liver; for all of these fre- 
quently give rise to chronic disturbance of the stom- 
ach. Details for the differentiation of each of these 
from ulcer cannot be given here; but if history has 
been complete, if physical examination has been thor- 
ough, if tests of stomach contents and of stool have 
been carefully made, and finally if gastro-intestinal 
x-ray films and fluoroscopy have been employed as 
aids, there should be no error in the conclusion. 
Failure to recognize the truth usually is the result 
of incomplete observation. 


Intestinal Parasites — A tape-worm in the intes- 
tine can cause symptoms closely simulating those of 
gastric ulcer, with gastric hypersecretion; but re- 
peated search of the stool for segments or ova 
usually reveals the presence of the parasite. The 
amoeba dysenteriae, likewise, may give rise to 
chronic digestive disturbances calling attention to 
the stomach more than to the bowel; but again the 
discovery of cysts in the stool gives the clue to cor- 
rect diagnosis. Whether the flagellates, such as 
giardia, should be considered an adequate explana- 
tion for chronic digestive ailments is dubious. But 
it is justifiable to employ the therapeutic test ; and 
if after the proper therapy symptoms persist, in spite 
of the disappearance of the flagellates from the 
stools, all will agree that other causes must be 
sought. , 


Genito-urinary Disease — Mention has already 
been made of the value of routine urinalysis in every 
case. This will help to detect renal inflammation or 
calculus or neoplasm or tuberculosis, no matter how 
the history may delude. Only when urinalysis is 
omitted could these conditions fail to suggest them- 
selves for consideration in diagnosis. One of the 
most frequently neglected parts of a physical exami- 
nation is digital exploration by rectum. Thus, not 
only a neoplasm of that organ occasionally escapes 
recognition, but also a tender prostate or seminal 
vesicle that reflexly causes gastric hypersecretion 
with all its attendant manifestations. Cystoscopy, 
with ureteral catheterization, pyelograms and x-ray 
films of kidneys may explain long-standing digestive 
ailments never explained before by any other means 
of diagnosis; but routine urinalysis gives the first 
clue that prompts further investigation by these 
methods. 

Chronic Pelvic Disease—In women, pain in the 
upper right or left abdominal quadrant, with reflex 
gastric hypersecretion and consequent symptoms of 
sour stomach, not infrequently are produced by 
chronic pelvic disease. Cystic degeneration of an 
ovary, chronic salpingitis, chronic infection of cer- 
vix secondary to laceration, chronic disturbance of 
uterine circulation from loss of perineal support, 
may thus cause disturbances in the stomach far re- 
moved from the actual site of the pathology that in- 
duces them. The reflex indigestion of early preg- 
nancy may also assume the type we are wont to as- 
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sume as suggesting ulcer. Thus, pelvic examination 
becomes as important a part of the investigation as 
any other; and’ if this part is overlooked, erroneous 
conclusions are likely to result. 

Other less frequent explanations for ulcer symp- 
toms are gastric crises of tabes dorsalis, to which 
reference has already been made in the remarks 
about spinal fluid examination; diabetes as a pos- 
sible source of the gastric disturbance will never be 
missed if urinalysis is done as a routine; pernicious 
anemia or leukemia will, in the same way, be re- 
vealed if blood counts are made and blood smears 
examined in every case; occasionally pulmonary tu- 
berculosis makes its onset with disturbance of diges- 
tion, and, as Osler wrote long age, “the early mani- 
festations may be great irritability of the stomach, 
with vomiting or a type of acid dyspepsia with eruc- 
tations.” If careful physical examination is made 
of the lungs, supplemented by an x-ray plate of the 
chest, this possible source of error will be eliminated. 


TREATMENT AND WHAT WE MAY EXPECT 
FROM IT 


Only exceptionally should this be surgical; and 
the exceptions that demand operation are not many. 
First among these come the acute complications of 
ulcer: perforation or serious hemorrhage. Perfora- 
tion of the stomach’s wall, with escape of its con- 
tents into the peritoneal cavity, must be met by sur- 
gical repair of the damage done, as soon as possible 
after the accident occurs. Hemorrhage of conse- 


quence, especially if repeated, likewise calls for di- 
rect control of the bleeding vessel without delay. 


My own experience has convinced me that to persist 
in medical treatment under such circumstances is 
only to invite disaster; while a preliminary trans- 
fusion will usually make operation justifiable, even 
when blood loss has been extreme. Second, per- 
sistent pyloric obstruction, when revealed not only 
by history and physical signs, but also by x-ray 
plates, is a mechanical difficulty and requires me- 
chanical methods such as gastro-enterostomy for its 
relief. Third, the site and size of the ulcer influence 
the decision about surgery. A situation on the lesser 
curvature, and a large defect shown there by x-ray 
plates, means usually that no healing can be ex- 
pected by medical treatment, particularly in the 
saddle ulcer with . hour-glass deformity. Fourth, 
when symptoms arise suggesting that a chronic ulcer 
has changed its character, particularly when loss of 
weight and color and strength have recently super- 
vened, exploratory operation is justified on the sus- 
picion that malignant degeneration has occurred. 
Fifth, in any case where prolonged medical treat- 
ment has failed to relieve, or where frequent re- 
lapses occur after apparent cure, surgery should be 
offered the patient; though with the understanding 
that cure is not certain even then. What method 
the surgeon shall employ is a matter for his judg- 
ment. Whether to excise or to cauterize the ulcer; 
to do a gastro-enterostomy alone or with closure of 
the pylorus; or a pyloroplasty; or a gastrectomy in 
case of suspected malignant degeneration—all these 
are problems for the surgeon, which his training 
and experience must solve. 


The ordinary routine treatment of ulcer is die- 
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tetic and medicinal. The average patient responds 
well to a simple plan. My own method, for a num- 
ber of years past, has been to advise the following 
diet, without detaining the patient in bed or even at 
home: “7 a. m.—Two soft-boiled or poached eggs; 
thoroughly toasted bread or zwieback or toasted 
soda crackers, with butter; a glass of milk, or a cup 
of cocoa made with milk and cream. 10 a. m—A 
glass of warm milk (about a half-pint). 1 p. m.— 
Beef, mutton or chicken, picked into shreds while 
raw or chopped fine, then made into a meat ball and 
cooked rare; toast, zwieback or crackers with butter ; 
a glass of milk. 4 p. m.—A half-pint of warm milk. 
7 p. m.—A bowlful of well-cooked rice, with butter 
or cream and sugar; or shredded wheat biscuit, 
toasted crisp, with butter or cream; or toasted bread 
or zwieback or crackers; with any one of these, a 
glass of milk.” 


With this diet, one tablespoonful of olive oil is 
advised three times a day, just before the three main 
meals; and one or two hours after the three main 
meals, one level teaspoonful of a powder consisting 
of bicarbonate of sodium two parts, with magnesium 
oxide and bismuth subcarbonate of each one part. 
This powder not only neutralizes acidity, but regu- 
lates the bowels. If they are constipated, the heavy 
oxide of magnesium may be substituted for the ordi- 
nary form; or if they are too loose, or become so 
on this medication, then the dose should be decreased 
or a larger proportion of bismuth substituted. By 
shifting the amounts of each of these ingredients or 
by varying the dose, bowel movements can be con- 
trolled, as a rule, without the use of other drugs. 


After a week or two on this plan, the average 
case is usually much improved. If it is, then a sec- 
ond and more liberal diet should be substituted, as 
in the following list: “May eat—Eggs, soft-boiled, 
poached or scrambled lightly; tender beef, mutton 
or chicken, chewed thoroughly; sweetbreads or 
brains; any kind of fish, cooked as desired, includ- 
ing oysters cooked in any way except fried; cocoa 
made with milk and cream; milk as much as de- 
sired, with cream; no vegetables, except baked or 
mashed potatoes, unless prepared as a puree; soups 
of any kind, if not highly seasoned, cooked with rice 
or barley or vegetables, but strained clear after cook- 
ing; cream soups made from milk and the puree of 
vegetables; any cereal, provided that it is cooked 
for at least three hours, and the husks and coarse 
particles are removed by the puree sieve; white 
bread thoroughly toasted, soda crackers, zwieback, 
shredded wheat biscuits, served with butter or 
cream; cream cheese; cooked fruits, such as baked 
apple or pear, or apple sauce, or stewed dried fruits, 
as prunes or peaches, if put through the puree sieve; 
for dessert: rice pudding, corn starch, blanc mange, 
custards. Avoid coarse foods, such as hard-boiled or 
fried eggs; tough meats or meats cooked too long; 
or pork, veal or ham; vegetables, such as corn, 
string-beans, peas or spinach, unless prepared as a 
puree; coarse cereals, such as oatmeal, or cracked 
wheat unless strained through a puree sieve; all hot 
breads, and fresh fruits; all irritating foods, such as 
very salty, sour, peppery or highly seasoned dishes 
of all kinds, including salt fish, pickles, salads, acid 
fruits and drinks, and highly seasoned soups; and 
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all stimulating drinks, such as coffee, tea, and all 
alcoholic liquors.” 

With this second list, the patient is instructed to 
continue the glass of milk at 10 a. m. and 4 p. m.; 
the olive oil before and the alkaline powder one or 
two hours after three main meals. This new plan 
is kept up for three to six months, with the gradual 
addition of new articles of soft food as time goes by, 
but cautiously and adhering in the main to the origi- 
nal list. The olive oil and the powder may be dis- 
continued as symptoms disappear; but even after all 
discomfort is gone and the patient feels perfectly 
well, care about diet must persist indefinitely. 

If the patient’s suffering seems unusually severe, 
or if what appeared to be an average case does not 
improve on the plan just described, then more rigor- 
ous management must be undertaken. Rest in bed 
becomes essential; and a diet is advised consisting 
of milk and cream exclusively, in small amounts at 
short intervals on a modified Sippy plan; with the 
alkaline powder given halfway between feedings, 
of soda, magnesia and bismuth, varied in proportions 
according to the condition of the bowels. After a 
week of no food but milk, other articles on the first 
diet can be taken one by one, if all goes well; then 
that list can be adopted as a whole; and then grad- 
ually the second list can be substituted for the first. 
Detention in bed usually need not exceed two weeks. 

By following the plan first described, most pa- 
tients lose their symptoms without detention in bed 
and exclusive milk diet. Some require this more 
rigid routine and do not cease to suffer until it is 
employed. Some fail to find comfort even then, and 
such constitute one of the groups for whom opera- 
tion has to be considered. Experience impresses the 
conviction that, whatever treatment is given, ulcer 
may some day relapse in spite of it; and this is true 
after surgical, as well as after medical “cures.” Pa- 
tients cared for by any plan may remain well for 
months or years; but after repeated indiscretions in 
diet or some prolonged physical or mental strain, 
their symptoms not infrequently recur and a new at- 
tack persists for weeks or months, exactly like the 
old. It seems that after any plan of dietetic or me- 
dicinal management, or after gastro-enterostomy or 
pyloro-plasty or any other surgical method, a weak 
spot remains in the stomach, of unhealthy tissue, a 
scar at best, always liable to make trouble at some 

future time. In many cases this never happens, but 
only too often it does, so that it appears impossible 
ever to assure ulcer patients that they are perma- 
nently cured. 

One last word of the utmost importance remains 
to be said. In recent years we have learned to sus- 
pect infection as a cause of peptic ulcer. It seems 
possible, therefore, that when an ulcer relapses after 
careful routine treatment, or a new one develops, 
this may be due to reinfection. Hence, it is urgently 
advised in every case to search for and remove all 
foci, particularly those about the teeth and gums, 
tonsils, naso-pharynx, and sinuses, in addition to the 
dietetic and medicinal therapy described. 


210 Post Street. 
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THE OPTIMUM TEMPERATURE OF 
OPERATING-ROOMS 
By EMMET RIXFORD, San Francisco 


INTRODUCTORY NOTE 

The optimum temperature of operating-rooms is one of 
the many, many smaller and less spectacular problems of 
medicine. It is in the correct solution of these that, in the 
aggregate, we may still further reduce the hazards of sur- 
gery. The revived interest in the subject of the controver- 
sial question of the most favorable temperature for an 
operating-room, particularly in England, led the editor of 
CALIFORNIA AND WESTERN MepiciNeE to ask Doctor Rixford 
to open a discussion of the subject for our publication— 
EpITOR. ; ; 

Discussion by Emmet Rixford, M.D., San Francisco; 
Andrew Stewart Lobingier, M.D., Los Angeles; Charles 
D. Lockwood, M.D., Pasadena; Wallace I. Terry, M.D., 
San Francisco; A. J. Ochsner, M.D., Chicago; E. Starr 
Judd, M.D., Rochester, Minn. 

“London warms to the theme, ‘Why a hot oper- 
ating theatre?’ apropos of an article in the Lancet, 
in which Dr. R. P. Rowlands, surgeon to Guy’s 
Hospital, protests against the torrid tradition. Prob- 
ably the custom of parboiling the surgeons and the 
spectators dates back to days before sterilization. 
‘There is no reason in this world that an operat- 
ing theatre should have the climate of Yuma or 
Gehenna.” 


Why not? If the Editor had practiced surgery in 
Yuma or Bakersfield or Fresno in summer, he would 
realize that his sorrows in England were due more 
to humidity than to temperature. Of Gehenna we 
cannot as yet speak authoritatively, it being still 
subjudice as to whether it is wet or dry. Neverthe- 
less, we must agree that many, if not most operat- 
ing-rooms are abominably hot and humid, partly be- 
cause of failure on the part of hospital authorities 
to appreciate what is reasonable in the premises, and 
partly by design under the notion that the dangers 
of shock and of pneumonia are diminished in some 
proportion to the elevation of the temperature of 
the operating-room. What are the facts? 


So many other factors contribute to the produc- 
tion of shock that it is difficult to assign to any one 
its relative role: loss of blood, surgical trauma of 
the tissues, prolonged anesthesia, traction on the 
mesentery, pressure on the diaphragm leading to res- 
piratory and cardiac fatigue, etc., none of which has’ 
anything to do with the temperature of the operat- 
ing-room. 

Eighty degrees (F.) is the conventional tempera- 
ture in many operating-roms. But why 80°? Why 
not 98° or 100°? The normal temperature of the 
interior of the body is 98.6° It would seem to be no 
trifling matter then to expose the intestines for any 
considerable length of time to a temperature 18° or 
20° lower. The obvious corollary is that the intes- 
tines should not be exposed more than is absolutely 
necessary in any case. If this precaution is taken it 
is hard to see wherein an operating-room tempera- 
ture of 70° would be materially worse than 80° or 
even 90°. 

Payr of Leipzig is said to be intolerant of a tem- 
perature above 60° or 65° in his operating-room, 
and we are informed that pneumonia is not more 
common in his clinic than in others where the sur- 
geons and assistants are consistently “‘parboiled.” 

A person with less than his usual clothing on 
lying in a room at 80° soon chills—he would chill 
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more quickly if cold ether vapor were poured into 
his lungs; therefore, the patient on the operating- 
table should be kept warmer than ordinarily either 
by artificial heat or by preventing loss of body heat. 
For the former, hot-water tables have been devised, 
but are used but little because of technical difficul- 
ties of keeping them at just the right temperature. 
Nothing more surely produces shock than over- 
heating. 

In good operating-room practice the patient lies 
on a cushion or mattress, which is a non-conductor 
of heat, and his body is clothed—all but the opera- 
tive field—somewhat more thoroughly than would 
make the patient comfortable in bed in a room at 
the temperature of the operating-room. Garments 
wet with perspiration are replaced by hot, dry ones 
before the patient leaves the operating-room. 

In operations on children, the body, limbs and all, 
is swathed with cotton wadding—excepting only the 
operative field, because of the large skin surface of 
the child relatively to the weight and, therefore, the 
more rapid loss of heat of the child than of the 
adult. 

Drying of the intestines has objections of its own, 
but one cannot hope to so increase the humidity of 
the atmosphere of the operating-room as to prevent 
evaporation of the warm moisture of the intestinal 
wall—another reason for avoidance of exposure of 
the intestines. Covering exposed intestines with 
warm moist gauze is well enough if the tempera- 
ture is maintained, but evaporation speedily lowers 
it, and, unless the compresses are constantly changed, 
the effect is one of cooling, not warming. Dry com- 
presses, on the other hand, prevent evaporation and 
conduction of heat. ‘ 

Of course, it is more comfortable for surgeons, 
assistants, and nurses to work in a cool operating- 
room, but their comfort is and should be secondary 
to that of the patient. Our thesis is that comfort 
of the operating personnel makes for better surgical 
technique, of which the patient receives the benefit. 

Excessive perspiration is quite as much the result 
of high humidity as of high temperature, barring 
surgical panic and what might be called the caloric 
effect of proximity of large blood vessels. 

In many hospitals the service rooms are in direct 
connection with the operating-rooms, and clouds of 
steam from sterilizers pour in, raising the humidity 
to a distressing degree. Moreover, stale, second- 
hand, foul air, so often found in operating-rooms, 
makes for mental obtundity on the part of the sur- 
geon and exhaustion on the part of all, including 
the patient. 

Seventy degrees (F.), or even 65°, would seem 
to be a reasonable temperature for an operating- 
room, and if fresh air in abundance is supplied, 
neither excessively dry nor markedly humid, a sort 
of middle ground is found in which the various dan- 
gers mentioned are, as it were, balanced and mini- 
mized. 


DISCUSSION 


Andrew Stewart Lobingier (Merritt Building, Los 
Angeles)—Dr. Rixford has expressed in terse and clear 
language, the important reasons why an operating-room 
should be comfortably cool and dry. In the altitudes of 
our California cities, ether pneumonia is a rare sequel. In 
the higher altitudes and the colder climates it is a matter 
of importance that the operating-room and the corridors 
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leading from it should be comfortably warm. A tempera- 
ture of 70 in winter and 65 in summer, free from drafts 
and humidity, would represent conditions favorable to the 
comfort and well-being of the patient, the surgeon and as- 
sistants, 

The point that the steam from the sterilizing-room should 
not be permitted to make the air in the operating-room 
humid, is of equal importance with the need to “air out” 
the operating-room between operations, allowing a pure 
atmosphere for the next operation. 

Modern methods of heating and ventilation disregard 
atmospheric and temperature conditions outside the build- 
ing. It would be quite possible to keep an operating-room, 
winter and summer, at 65 per cent humidity and 65 de- 
grees Fahrenheit, whether in Fresno, Philadelphia, or New 
Orleans. But it would require a much more elaborate and 
expensive construction than is found in the average hos- 
pital today. Some day we shall pay more attention to the 
purity, dryness and comfortable coolness of the operating- 
room, regardless of cost, and less attention to tile floors 
and white glass walls. 

And the writer has happily thought of that other com- 
fort for his patient—a comfortable operating-table mat, 
thick and soft enough that the patient who lies relaxed and 
helpless upon it for an hour or more will not complain 
more of “table pains” than of her wounds. That surgeon 
is great who is constantly tender and humane. 


Charles D. Lockwood, M. D. (Citizens’ Savings Bank 
Building, Pasadena, California)—I am in entire accord 
with the opinion expressed by Dr. Rixford upon the sub- 
ject of the temperature of operating-rooms. There can be 
no doubt that the close, hot air of the average operating 
amphitheater has an enervating effect upon both patient 
and the operating personnel. We have been dominated by 
tradition in this as in many other subjects in medicine. 

The same rules which govern one in the matter of cloth- 
ing in ordinary life should also maintain in the operating- 
room. The sensible man or woman today does not wear 
the heavy woolen underclothing of our forefathers, even in 
cold weather, but relies upon the outer garments to ensure 
comfort. In this manner a much more even body tempera- 
ture is maintained. In a like manner the warmth of a pa- 
tient in the operating-room should be regulated by blankets 
rather than by excessive temperature of the operating-room. 
Anemic, asthenic, or greatly debilitated patients should 
have more covering for the body and more external heat 
than those who are robust or in approximately normal 
health. 

The most important factors in preventing post-operative 
complications are gentleness in handling tissues and an 
abundance of fluids. Experienced surgeons have little fear 
of shock, ileus and pneumonia if they have had an oppor- 
tunity to prepare their patients properly. The temperature 
of the operating-room has little to do with it. 

Another important factor is good ventilation. Except in 
the coldest weather, operating-rooms should be opened up 
between operations and free circulation of fresh air per- 
mitted. 

These are the main desiderata: 1. A comfortable tem- 
perature for the operating personnel. 2. Coverings and 
external heat adapted to the individual patient. 3. Free 
circulation of fresh air. 


Wallace I. Terry (380 Post Street, San Francisco)— 
It has been found that the heat-regulating mechanism in 
dogs is abolished by etherization (Barbour and Bourne, 
Am. Jour. Physiol., Vol. 67, 399, 1924), and it is fair to 
assume that this would hold true for the human being. The 
experiments showed that the animals became poikilother- 
mic under anesthesia, i. e., their temperature was mark- 
edly influenced by the temperature of the surrounding air. 
It was further discovered that the optimum temperature of 
the room at which there was no change in body tempera- 
ture was 30.5 degrees C. (86.9 degrees F.). Below that 
point the body temperature fell, and above it the tempera- 
ture rose. It was also noted that the relative humidity of 
the atmosphere had no influence on the temperature of the 
animals under ether. There can be no question but that 
a temperature of 87 degrees F. is uncomfortably warm for 
an operating-room, particularly if the humidity is high, 
but a relatively dry atmosphere of 76 to 78 degrees F. 
does not cause excessive perspiration. Dr. Rixford has 
very rightly stressed the unpleasant effects of humidity— 
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the admission of steam into operating-rooms being the 
principal factor. 

Except that I believe an operating-room should be kept 
at a temperature of from 76 to 78 degrees F., for the rea- 
son that a lower temperature abstracts too much heat from 
the anesthetized patient, I agree entirely with Dr. Rix- 
ford’s conclusions. 


A. J. Ochsner, M. D. (2106 Sedgwick Street, Chicago) 
—The views expressed by Dr. Rixford correspond so per- 
fectly with mine, and also with my practice, that there is 
practically nothing that I wish to add except that I have 
tried both the high, the moderate, and the low tempera- 
ture. The high temperature as high as 85 degrees F., the 
moderate in the 70’s, and the low temperature from 68 
degrees F. to 72 degrees F. 

My observations, covering over 40,000 surgical opera- 
tions, have convinced me that a temperature of between 
68 degrees and 72 degrees F. is the ‘best for the patient 
from every standpoint. The patient never suffers in any 
way from this temperature; it is the temperature he 
chooses when not under operation. The surgeon can do 
better work in that temperature than in any other, and 
consequently there can be no benefit from the higher tem- 
perature, while it certainly does harm by impairing, at 
least to some extent, the efficiency of the operator and his 
assistants. 

There is one point that I have found of the very great- 
est importance in the planning of operating-rooms. This 
consists in having in the ceiling of the operating-room 
one or more ventilating shafts of the type known as Globe 
Ventilators. The size of this ventilator should be in pro- 
portion to the size of the room. This ventilator does not 
permit smoke, or any dust, to fall into the room, because, 
no matter how hard the wind blows or from what direc- 
tion it comes, it always produces an upward draft. This, 
of course, is increased by the higher temperature in the 
room causing the current of air to pass out through the 
ventilating shaft whenever the outside temperature is be- 
low 68 degrees F. When the outside temperature is above 
68 degrees F. the ventilation should be increased by the 
opening of windows in a manner not to produce a draft 
on the patient. 

In this way the patient and everyone else in the operat- 
ing-room breathes pure air at the most desirable tempera- 
ture, and I am convinced that absolutely no harm can 
come from exposure of the tissues if they are properly 
cared for. 


E. Starr Judd, M.D. (Rochester, Minn.)—The ques- 
tion of the temperature to be maintained in an operating- 
room during an operation has been seriously considered in 
the past, but largely owing to the sensible attitude of some 
of the earlier American surgeons a high degree of tem- 
perature has been shown to be not only ‘unnecessary but 
often detrimental. As Doctor Rixford and the others who 
have discussed this subject have maintained, from 72 de- 
grees to 76 degrees F. is a comfortable temperature for 
patient and operator, and is undoubtedly the temperature 
to be preferred. It is well known that when a patient is 
shocked the application of heat is most important, but, as 
Doctor Rixford has said, the cause of the shock, such as 
hemorrhage or trauma, is always well known at the time. 

Pulmonary complications are more likely to occur if the 
patient leaves the operating-room in a heavy perspiration, 
particularly if it is not possible to prevent exposure to a 
draft. During the operation, or in the first few hours 
afterward, a draft of air is much more likely to be the 
cause of trouble than almost any degree of cold air with- 
out the draft. It has been noted in the Mayo Clinic that 
pulmonary complications are much more likely to occur 
during epidemics of respiratory tract infections. Such pa- 
tients enter the hospital unaware of the fact that they have 
the infection, which becomes active when their resistance 
is temporarily interfered with at the time of the operation. 
During certain times of the year there are absolutely no 
signs of respiratory tract infections. 

Patients operated on for lesions of the stomach are more 
prone to pulmonary complications than all other patients 
combined. The possibility of embolus from the walls of 
the stomach to the lungs as the source of the complication, 
has been considered, and also of the staying of the dia- 
phragm during operations on the stomach. Patients who 
have been operated on for gastric lesions are also more 
likely to inhale and aspirate infected mucus from the naso- 


CALIFORNIA AND WESTERN MEDICINE 


601 


pharynx than are patients during other types of operations. 
Any patient having an infection in the nose or throat 
should be treated before serious operation is undertaken. 
Shock and pulmonary complications are no more likely 
to follow an operation performed in a comfortably heated 
operating-room than in one in which the temperature is 
very high. The patient must be protected against drafts 
both during the operation and during his convalescence. 


CLOSING NOTE BY THE EDITOR 


If this discussion only succeeds in focussing atten- 
tion upon the facts about one of the thousand and 
one details connected with the practice of medicine, 
it will have been well worth while. 

As a matter“of fact, it will do much more. I am 
optimistic enough to believe that it will result in in- 
creasing comfort for patients, doctors, and nurses, 
and perhaps sometimes preventing pneumonia and 
possibly saving life. 

If others have worth-while questions they would 
like to have a composite medical opinion about, send 
them in to CALIFORNIA AND WESTERN MEDICINE. 


CARBUNCLE OF THE KIDNEY 


By CHARLES P. MATHE, M. D., San Francisco 


(From the Department of Urology, Saint Mary’s Hospital, 
San Francisco, California) 


Carbuncle of the kidney resembles carbuncle in other 
places in the body. It is a suppurating inflammatory proc- 
ess secondary to some primary staphylococcic infection in 
the skin or elsewhere. : : 4 . 

Careful complete study will supply sufficient reliable evi- 
dence from which to make a positive diagnosis. 

One complete case report. 

The treatment is surgical. 

Illustrations by Ralph Sweet. 5 

For references consult the Index Medicus or the Quar- 
terly Cumulative Index of the A. M. A. ’ 

Discussion by Laird M. Morris, San Francisco; H. A. 
Rosenkranz, Los Angeles; Robert V. Day, Los Angeles; 
L. P. Player, San Francisco, and the author. 

Carbuncle of the kidney may be defined as a cir- 
cumscribed infectious inflammation, with the forma- 
tion of multiple foci of: necrosis, often ending in a 
suppurating slough. It is secondary to staphylococ- 
cic infections elsewhere in the body, usually mani- 
fested in the skin. It simulates a subcutaneous car- 
buncle. 

In 1894 Israel pointed out that kidney carbuncle 
existed as a clinical entity, and observed its simi- 
larity and relation to carbuncle of the neck. Later; 
Jordan, Zinn, and Barth, in Germany, and Mc- 
Williams, Eisendrath, Fisher, Kretschmer, and Fur- 
niss, in this country, reported additional cases pre- 
senting its typical pathological picture. One must 
not confuse kidney carbuncle with single or multiple 
renal abscesses or with acute septic infarct of the 
kidney in which the kidney is studded with multiple 
minute abscesses. In these, as in perinephritic ab- 
scess, the infection enters by the blood stream. The 
carbuncle usually develops in the cortex of the kid- 
ney near the capsule with a larger central abscess 
gradually increasing in size surrounded by smaller, 
more minute abscesses. As the pathological process 
progresses, these may become more or less confluent, 
producing a large renal abscess. 

The portal of entry is through the blood stream. 
The original site of entrance of the staphylococcus 
aureus is usually in the skin or bone. It may be a 
furuncle, carbuncle of the neck or gluteal region, 
felon, osteomyelitis, or paronychia. This original 
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PLATE I 


Left—Enlarged upper pole with thickened adherent capsule. 
Right—Capsule split, demonstrating hemorrhagic area with central necrosis. 


PLATE II 


. Left—(A) Sagittal section through carbuncle, showing encroachment on upper primary calyx 
with corresponding elongation. 


Upper right—(B) Cross-section through the periphery, showing numerous small absccsses. 
Lower right—(C) Deeper section, showing central necrosis and adjacent abscesses. 


focus may be so slight that it 
escapes the observation of the pa- 
tient and can even be overlooked 
by the attending physician. The 
organisms enter the blood stream, 
and a culture of the blood at some 
time or other, usually early, would 
reveal its presence. In the case 
herein reported, staphylococcus au- 
reus was cultured from the blood 
before and after operation. In 
1899 Schnitzler pointed out the 
fact that organisms may enter the 
body and not infect the individual, 
but in the event of trauma, local- 
ized infection may ensue. This 
local infection can later give rise 
to further metastatic and general 
infection. In 1897, Busquet re- 
ported a case of abscess of the 
right kidney. The patient fell 
from a wagon on his back, trauma- 
tizing the kidney. Later, following 
a furunculosis of the arm, a renal 
abscess developed which was suc- 
cessfully opened and drained. 


It might naturally be inferred 
that these blood infections of the 
kidney would produce bilateral 
lesions. Israel, Simon, Brewer, 
and others emphasize the large 
number of unilateral cases because 
of diminished resistance (locus 
minoris resistentiae) of that par- 
ticular organ as a result of pre- 
vious disease or injury. ‘This fre- 
quent unilateral lesion offers the 
possibility of relief by early cor- 
rect surgical interference. The 
organisms transmitted from this 
original focus lodge in an end ar- 
tery of the kidney, usually in a 
glomerulus in the cortex near the 
renal capsule, and thus the de- 
velopment of renal carbuncle is 
started. As the pathological proc- 
ess continues, a circumscribed in- 
fection of the adjacent renal cor- 
tex takes place, with fibrinous exu- 
dation, multiple foci of necrosis 
arises, the tissue adjacent to each 
necrotic plug becomes gangrenous. 
The entire circumscribed inflam- 
matory area can develop into a 
suppurating slough and extend 
through the renal capsule, setting 
up a secondary perinephritic ab- 
scess. Rehn calls attention to the 
fact that the organisms may lodge 
in the perirenal fat first, carried 
by the artery capsuloadiposae, start 
an abscess which may remain as a 
perinephritic abscess or extend to 
the kidney secondarily and give 
rise to renal infection. 


In my case of renal carbuncle 
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the primary focus was in two boils under the right 
jaw-bone. Staphylococcus aureus was demonstrated 
in the blood prior to operation and in the kidney 
after nephrectomy, and as there are not many such 


cases reported in the literature, I herewith present 
this case. 


Miss C. H., age 23, kindergarten teacher. Referred by 
Doctors Orr and Ryer. Admitted to St. Mary’s Hospital 
November 30, 1923. 


On September 30, 1923, the patient was treated by Doc- 
tors Montgomery and Culver for pustules on the skin cov- 
ering the right jaw-bone and on the upper lip. The super- 
ficial crust of the pustules was removed, followed by the 
application of boric acid compresses. On October 3, 1923, 
two boils developed under the right jaw-bone, attaining 
the size of an almond. These drained slightly and closed 
quickly, disappearing in a few days. The following three 
weeks were characterized by malaise, loss of appetite, and 
lack of ambition. On October 31, 1923, the patient noted, 
after taking a hot bath, a dull aching pain in the right 
lumbar region, non-radiating in character, but persisting 
for three days, at the end of which time it became very 
sharp and intermittent in character, coming every three to 
six hours and lasting two to three minutes. On the even- 
ing of the fourth day, a high fever developed, lasting two 
days. These attacks of pain were accompanied by nausea 
and sometimes vomiting. Belching of gas was also noted. 
There was also slight dysuria and increase in frequency 
of urination with nycturia 1 to 2. No hematuria, calcuria, 
nor cloudy urine was observed. 


PLATE III 


Section of wall of abscess, showing staphylococcus aureus in plasma cells 
and polymorphonuclear leukocytes. In this area the renal tissue is com- 
pletely destroyed. 


Physical Examination—Head and heart negative. On 
the neck one sees the scars of two healed boils under the 
jaw-bone. Blood pressure—systolic, 100; diastolic, 50. In 
the chest, a few moist rales and tubular breath-sounds are 
heard over both apices. In the upper right abdominal 
quadrant a very tender, rounded, regular mass, resembling 
the lower pole of the right kidney was palpated, which 
moved with respiration. The overlying muscles were some- 
what rigid. Tenderness and bulging was observed in the 
costo-vertebral angle. 


Laboratory — Blood examination: Hemoglobin, 60 per 
cent; erythrocytes, 3,664,000; leucocytes, 18,100; polymor- 
phonuclear leukocytes, 72 per cent; small mononuclear 
lymphocytes, 20 per cent; large mononuclear lymphocytes, 
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8 per cent. Blood culture shows staphylococcus aureus. 
Blood chemistry: Urea nitrogen, 12.5 mg. per 100 cc.; non- 
protein nitrogen, 23.7 mg. per 100 cc.; and creatinine, 1.6 
mg. per 100 cc. Catheterized specimen of urine shows no 
acid-fast or other organisms in the stained smear. A faint 
trace of albumin and an occasional leukocyte seen. Phenol 


sulphone phthalein test (intramuscular) 67!4 per cent re- 
covered in two hours. 


X-ray examination reveals an enlarged right kidney 
with no evidence of stone in either tract. Pyelogram on 
the right side shows a narrow pelvis with elongation of 


. the upper primary calyx. There is blunting of the minor 


calices of the upper two primary calices. A pocket-like 
defect is seen medial to the upper primary calyx. There 
is marked kinking of the ureter at the uretero-pelvic 
junction. 


ioe Tt rte 


Figure 4—Pyelogram demonstrating elongation of upper primary calyx. 


Cystoscopy, December 1, 1923. There is moderate in- 
jection of the trigone and right ureteral orifice. The mu- 
cosa in all three bladder zones is very pale. Both ureters 
catheterized with ease. The following is the individual 


kidney and bladder catheterized findings: 

KIDNEY BLADDER 

LEFT 
Clear 
None 
None 


RIGHT 
Clear + shreds 
Erythrocytes_____.Occasional 


Macroscopic Clear ++ shreds 
None 
Occasional— 
1-4 toH. D. F. 
None None 

1-2 toH. D. F. 6-8 to H. D. F. 
Few gram + cocci Few gram ++ coc 
Staph. aureus Staph. aureus 
2% min. 


Leukocytes Occasional 


Ep thelium___.__.5-6 to H. D. F. 

Stained smear__._Few gram ++ cocci 
Staph. aureus 

Phthalein 

app. time 

(intravenous) 

Ist 15 min._._.20% 

2nd 15 min... 5% 10% 


25% 35% 


Operation—Nephrectomy. The usual curved linear lum- 
bar incision was made on the right side. On opening 
gerota’s capsule, 60 cc. of clear serum exuded. The kid- 
ney was found to be densely adherent to the surrounding 
structures, particularly in the mesial portion of the upper 
pole. It was also enlarged, and on the anterior mesial as- 
pect of the upper pole was found a tumor mass 5 cm. in 
diameter. The center of this mass was softened and 
necrotic with pus exuding, thereby dissecting away the 
upper third of the true kidney capsule which was not per- 
forated. Through the capsule one could see a collection of 
sanguino-purulent fluid in which numerous large white 
flakes were seen. The pedicle was then clamped and tied 
off with No. 2 catgut and the kidney removed, care being 
exercised not to rupture the renal capsule containing the 
pus. 


25% 


PATHOLOGICAL DESCRIPTION 
Kidney: S. 24,215. Miss C. H. 
Gross Description — Weight, 160 grams. The 
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capsule strips readily leaving a smooth surface 
marked by remains of foetal lobulations, except at 
the upper pole where there are firm adhesions and 
thickening of the fibrous capsule. In this region 
there is an elevated hemorrhagic area in the cortex, 
fairly sharply defined and measuring 5 cm. in di- 
ameter. Section through this area shows the hemor- 
rhagic zone extending 2 cm. into the. depth of kid- 
ney. In the center there is necrosis and hemorrhage, 
forming an irregular cavity about the hemorrhagic 
area, and diffusely scattered throughout the upper 
pole there are many small, irregular, yellowish foci 
suggesting minute abscesses. The rest of kidney 
parenchyma shows no gross changes except cloudy 
swelling. 

Microscopic Examination —Sections from the 
main abscess show a hemorrhagic necrotic wall with 
no tendency to walling off. Other sections from the 
upper pole show minute abscesses and a diffuse acute 
and subacute inflammatory reaction with numerous 
foci of polymorphonuclear leukocytes and plasma 
cells. In other areas granulation tissue is found. 
Certain other areas show large groups of hyaline 
connective tissue, lymphocytic and wandering cell 
infiltration. Sections stained by modified Gram’s 


method show the presence of numerous staphylo- 
cocci. 


Diagnosis—Carbuncle upper pole of kidney. 


Post-operative Course— For three days after 
operation staphylococcus aureus was continuously 
found in the blood, after which time the blood was 
sterile to culture. The lumbar incision developed 
numerous boils at the site of each of the skin sutures. 
These readily cleared up with the application of 
mercurochrome 220 (1 per cent). The wound 
drained for four weeks and finally closed. Tem- 
perature gradually dropped and was normal on the 
twenty-second day. The patient was discharged 
from the hospital January 10, 1924, much im- 
proved. The weight had increased from 86 to 105 
pounds, and since then to 126 pounds. The appetite 
and strength have returned. 


FREQUENCY OF OCCURRENCE 


Considering the frequency of skin infections, such 
as pustules, boils, carbuncles, felons, paronychia, and 
their relation to the etiology of cortical abscesses of 
the kidney, one is surprised at the infrequency of 
renal carbuncle. Many are no doubt overlooked, 





TABLE II 
TABLE OF OCCURRENCE OF RENAL CARBUNCLE 
nl, RE SEE LIE EIN 11 
Left kidney — Ne wale 
Bilateral __. << 2 cases 
Not stated 2 1 case 
Sa cisiainsibhinciae nis Mites Made Matta ar ae Sn ___22 cases 
TABLE III 
TABLE OF INCIDENCE ACCORDING TO SEX 
, IPI ticgthinaegisatsicsadale te foci einsbicchinetoocapinipetbaniasieabinsititoaccinte A SAR 
= ON ores asp attain tcgennernestichacnminicedi cae me 
TABLE IV 
TABLE OF INCIDENCE ACCORDING TO AGE 
10-20 1 case (10 years) 
20-30 9 cases 
30-40 6 cases 
40-50 1 case (45 years) 
50-60 1 case (55 years) 
Not stated 4 cases 
Total 22 cases 
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either being mistaken for a co-existing perinephritic 
abscess, a renal abscess or an acute septic infarct of 
the kidney. In some cases, however, due to delayed 
surgical interference, the renal carbuncle has devel- 
oped into a kidney abscess. In twenty-two cases in 
which the sex is stated, sixteen occurred in males, 
and six in females. Fifteen cases occurred between 
the ages of 20 and 40, one at 10, one at 45, and 
another at 55, and in four cases the age was not 
reported. In eleven cases, the right kidney was in- 
volved, in eight the left, in two cases both, and in 
one the kidney affected was not stated. 


SIGNS AND SYMPTOMS 


The symptoms may be divided into (1) “Gen- 
eral” and (2) “Urological.” 


General—The individual is usually acutely ill. 
There is a high fever which may or may not be 
ushered in by a chill. Fever is a constant symptom, 
being present in all the reported cases. It is usually 
very high—39-40 degrees (C) in the cases reported 
in Germany, and as high at 104.6 degrees “F” 
(Kretschmer) in this country. It may be intermit- 
tent or continual. Loss of weight and appetite, 
malaise and asthenia, etc., which are common to all 
inflammatory processes, are likewise present. Leuko- 
cytosis is constant, and varies from 14 to 27,000. 
In this case it was 18,000. 


Urological—There is usually pain and tenderness 
in the involved lumbar region. The pain may radi- 
ate anteriorly to the abdomen, but does not seem to 
extend to the labia in women and testes in men as 
frequently as seen in the renal colic associated with 
a block in the ureter due to a stone, kink or stric- 
ture of the ureter. The pain may be continual, 
cramp-like, dull or cutting, associated with nausea 
and vomiting. It also may be intermittent with gas 
and belching, supplanting the nausea and vomiting 
during the remissions. The costo-vertebral angle is 
usually tender. There may be actual bulging or 
tumefaction of the affected side, accompanied by 
rigidity or spasticity of the overlying musculature. 
Oftentimes the urinary symptoms are so slight that 
the attention of the physician is drawn away from 
the urinary tract. Other times there is some increase 
in frequency, dysuria, and hematuria. The urine 
findings are such as one would encounter in any 
acute septic infection, such as pneumonia, typhoid 
fever, etc. The usual picture is an occasional leuko- 
cyte and erythrocyte, a slight trace of albumin and 
organisms in no great number. In fact, in studying 
the patient, one remarks the relative paucity of uri- 
nary findings in proportion to the severity of the 
illness. This can be explained by the fact that the 
occurrence of the carbuncle is first in the renal cor- 
tex near the capsule not communicating with the 
renal pelvis. The carbuncle, however, may increase 
in size, point toward the renal pelvis, and eventually 
rupture through, giving findings on the affected side 
indicating a pyogenic infection of the kidney. Again 
I wish to emphasize the urine findings as important 
by being relatively negative in comparison to the 
degree of illness of the patient. 

Diagnosis — The pre-operative diagnosis is ex- 
tremely difficult when one observes that, in the 
twenty-two reported cases, only four were diagnosed 
prior to operation (Kretschmer, two cases; Barth, 





December, 1924 


Figure 1—Section of the carbuncle, showing a large hemorrhagic area 


Figure 2—Section showing one of the numerous foci of necrosis. 


Figure 3—Section with hyaline connective tissue, lymphocytic and wan- 


two cases). A careful history relating the appear- 
ance of pain and swelling occurring in either lumbar 
region at a variable period anywhere from several 
days to several months, following a skin infection 
accompanied by high fever and leukocytosis, with 
relatively negative urine findings and symptoms, is 
of great importance and aid in determining the diag- 
nosis. However, as skin infections are also respon- 
sible for perinephritic abscess, acute septic embolic 
kidney, kidney abscess multiple or single, it is almost 
impossible clinically to distinguish one from the 
other. Pyelography may be of some assistance. If 
the carbuncle has attained a large size, the primary 
and secondary calices may be elongated in that por- 
tion of the kidney, or there may be a pressure de- 
fect in the pelvis. A good plain plate should show 
an aberrant kidney outline. 


TREATMENT 


If the renal carbuncle is found early, simple in- 
cision and drainage may suffice to relieve the condi- 
tion. This method was utilized by Zinn, in four 
cases (one which died four days later). Israel in- 
cised two of his cases, but was obliged to later do 
a nephrectomy in one and a resection in the other. 
Barth incised four carbuncles, and later was obliged 
to do a nephrectomy in three, and a resection in one. 
Jordan, however, reports four successful cases, in 
which the treatment was simple incision and drain- 
age. 

If the carbuncle is of long standing and it has 
attained such a size that resection cannot be em- 
ployed, nephrectomy is the treatment of choice. 
This was utilized in our case. In the reported 
cases, excepting in the case of bilateral involvement, 
this method was without mortality, and in all cases 
brought ultimate relief to the patient. Nephrectomy 
also has the advantage of being followed by fewer 
complications than incision or excision. 

It is well to bear in mind that, in opening a peri- 
nephritic abscess, the original focus may be a renal 
carbuncle. In five of the cases reviewed herein, the 
true pathology was not recognized at the time of 
operation, but on the persistence of the symptoms 
nephrectomy was made at a later date. 

It may be well to note in passing that Souper 
reports a bilateral staphylococci pyelonephritis fol- 
lowing a gunshot wound of the thigh that was 
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w th necrosis in its center. 
Oc. 1, Obj. 3. 
dering cell infiltration. Leitz Oc. 1, Obj. 3. 
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cleared up by the use of large and frequent doses of 
autogenous vaccines. Jordan describes an interesting 
case in which there was bilateral pain and swelling 
over both kidneys, more marked on the right side. 
After incision and drainage of a carbuncle in the 
right kidney, the pain and swelling in the opposite 
side subsided four days later. 


760 Market Street. 


DISCUSSION 


Laird M. Morris, M. D. (240 Stockton Street, San 
Francisco)—The complications of staphylococcus skin in- 
fection are quite characteristic and include, beside acute 
bacterial endocarditis, certain internal suppurative condi- 
tions, the principal of which are acute osteomyelitis, peri- 
nephritic abscess, kidney carbuncle, and acute myositis. 
The case of kidney carbuncle so thoroughly presented to 
us by Doctor Mathe is an excellent demonstration of the 
localization of staphylococci in the kidney substance proper 
without pus formation in the perirenal tissue. On the other 
hand, groups of cocci may lodge in the cortical region 
and a minute abscess extend to the periphery, thus involv- 
ing the perirenal tissue and cause perinephritic suppura- 
tion. These are examples of intermittent blood-stream 
infection from a distant focus. 

Trauma, as so correctly brought out by Dr. Mathe, is 
important as a means of localizing staphylococci to the 
part of lowered resistance. This is certainly true of acute 
pyogenic osteomyelitis, kidney abscess, and, to a lesser de- 
gree, of muscle abscess. 

A history of boils or carbuncle followed at unstated in- 
terval of time (weeks or months) by symptoms of toxemia 
referable to the kidney region should cause one to con- 
sider the possibility of a staphylococcus infection of that 
organ either in the kidney substance proper, the perirenal 
tissue or a combination of both. 

I wish to congratulate Dr. Mathe on this excellent pres- 
entation and the authentic review of the literature. 


H. A. Rosenkranz, M. D. (Story Building, Los An- 
geles)—Doctor Mathe has made a distinct contribution to 
the literature on renal infection, and his emphasis on the 
etiology of renal carbuncle has opportunely indicated to 
us the necessity of taking into consideration infections of 
the skin, bones, etc., whenever the patient complains of 
acute renal or perirenal symptoms. Perhaps the condition 
most likely to be mistaken for carbuncle is acute unilateral 
pyelonephritis, especially that severe form complicated by 
renal or ureteral calculus. The lack of definitely positive 
urinary findings, however, should certainly cause one to 
consider carbuncle. I have found the aspirating needle 
invaluable in ruling out perinephritic abscess. There is 
another rare condition that should be considered, namely, 
pneumonia of a lower lobe, which, I have in one case ob- 
served to strongly simulate a renal, and in another case 
an appendiceal condition. 

In about the year 1912 I saw Willie Israel, son of the 
father of kidney surgery, demonstrate before the Berlin 
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Urological Society, a case of carbuncle of the kidney. I 
recall that the carbuncle was very large, involving about 
one-half of the organ. The patient was cured by nephrec- 
tomy, which I consider to be the only safe treatment. An 
acute destructive infection of the kidney, I have been 
taught by a nufnber of experiences, is a condition that may 
not be treated expectantly. The virulence of the infection 
cannot be gauged, neither can the resistance of the patient, 
but the mortality of septicemia resulting from this condi- 
tion is high, and nephrectomy in order to remove the pri- 
mary focus of infection should, I feel, be not delayed. 


Robert V. Day, M. D. (Detwiler Building, Los An- 
geles)—I am sure I speak for everyone in this section, in 
saying that Doctor Mathe’s presentation of this subject 
with a case report is a classical one and equals anything in 
the literature. Different organisms have favorite sites in 
the kidney for their attack. While tubercle bacilli and 
streptococci are apt to first invade the medulla, it is a 
well-known fact that staphylococci have a predilection for 
the extreme cortex of the kidney directly underneath the 
true capsule. Oftentimes the infection is a mixed one and 
the primary organisms may not be found after the disease 
has progressed for a short time; for instance, if careful 
Gram stains of the centrifugalized sediment from a freshly 
catheterized specimen of urine are made, streptococci with 
some colon bacilli will be found in the beginning of the 
attack and later on colon bacilli only, but these in great 
numbers, Streptococci are probably often present preced- 
ing or co-incident with the presence of the staphylococci 
in the blood stream or urine. Rosenow’s work and views 
in regard to this seem to be the only hypothesis that ex- 
plains our clinical findings. I am inclined to believe that, 
in some of these so-called carbuncles of the kidney with 
sloughs, streptococci have been present and have disap- 
appeared just as they usually do in the so-called colon 
bacillus infections of the kidney for which the colon 
bacillus is probably not responsible at all, and is simply a 
secondary invader—possibly antibiotic. We see so often 
in streptococcus cases of the kidney great destruction of 
the kidney substance and occasionally frank sloughing. 

The so-called carbuncle of the kidney is in no way dif- 
ferent from any other pyogenic hematogenous infection, 
except by the combination of abscesses and sloughs. There- 
fore, for the sake of simplicity in nomenclature, I think 
we should discard the term entirely, even though a great 
urologic genius—Israel—using his imagination, saw fit to 
term this condition carbuncle of the kidney and no one 
has seemed to possess the temerity to criticize it. It would 
be about as rational to speak of tonsillitis of the kidney in 
certain conditions with streptococcic infection with the pri- 
mary focus in the tonsil. In the first place, a carbuncle 
is not a hematogenous infection, but is due to direct action 
of micro-organisms in the sebaceous and sweat glands and 
the hair follicles. It (carbuncle of the kidney) is probably 
many times more common than is indicated by the number 
of case reports, and this for the apparent reason that the 
vast majority of men operating upon these kidneys do not 
recognize the classification and hence fail to report them. 
I recall five cases that could be well classified under car- 
buncle if we follow Israel’s nomenclature. Not infre- 
quently a perinephritic abscess is secondary to such a proc- 
ess and, had the patient been subjected to surgery sooner, 
one would have found the infection confined within the 
true capsule of the kidney. 

Regarding urinalysis: One may say that, even in the 
absence of pus in the urine, one almost always finds at 
least a trace of albumin and usually staphylococci if a 
Gram stain is made of the sediment of a freshly cathe- 
terized specimen of urine. Cultures are notoriously in- 
accurate, for the reason that they frequently are contami- 
nations and, if bacteria are present and of renal origin, 
they are seldom missed after a carefully made Gram stain 
and careful search. About the only place for cultures in 
examination of urine is to positively identify organisms 
found by staining. s 

Doctor Mathe’s patient had a history of trauma, which 
was probably responsible for the lowered resistance in this 
kidney; we must remember, however, that the most com- 
mon and important cause of trauma in the kidney is back- 
pressure, and this invariably predisposes to infection. 

Lionel P. Player, M.D. (380 Post Street, San Fran- 
cisco) —Dr. Mathe’s paper is a valuable contribution to 
medical literature, and he is to be congratulated upon his 
presentation of the subject. His review of the literature 
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has enabled him to correlate and chart concisely some im- 
portant data. The history and investigation of his own 
case is quite complete. 

The urological, x-ray, and laboratory findings prove the 
difficulty encountered in an,'attempt at differential diag- 
nosis from closely related renal or perirenal conditions, but 
serve to emphasize the importance of a urological study 
of cases presenting signs and symptoms of toxemia during 
or at any time following an acute staphylococcus skin in- 
fection, with only slight symptoms referable to the kidneys. 

Treatment, according to the statistics collected by the 
author, is surgical removal if a single kidney is involved. 
If early recognition of kidney carbuncle were possible, cer- 
tain dyes or their compounds, with other metals or chemi- 
cals which are being used in similar conditions with more 
or less success, might be employed in early monolateral 
and in bilateral involvement. 


Doctor Mathe (closing)—I wish to express my genuine 
appreciation of the general acceptance of the urologists 
of this section of the relation of skin infections, such as 
boils, furuncles, felons, carbuncles, etc., to the formation 
of nephritic and perinephritic abscesses. Doctor L. Morris 
points out that internal suppuration may follow abscess 
formation of the skin at varying intervals of time, even 
weeks or months. In his recent review of thirteen cases 
collected at the University of California Hospital he brings 
out the fact that the peculiarity of the staphylococcus is 
that it grows ordinarily in clumps and clings together 
rather than spreads diffusely. These small groups lodge 
primarily in the glomeruli, and their pathogenicity calls 
forth abscess formation in the peripheral portion of the 
cortex of the kidney. Thus, he states, the name of kidney 
carbuncle has been given to such conditions by Israel. 

The term “kidney carbuncle” was coined by Israel be- 
cause he was struck by the great similarity of the patho- 
logical picture to that of the original focus—a carbuncle 
on the neck of a man 43. In the case herein reported, the 
pathologist in examining the specimen noted its great simi- 
larity to a carbuncle so often seen on the skin. Binnie, in 
his treatise on Regional Surgery, states that some carbun- 
cles occur as the result of infection of hair follicles by the 
staphylococcus, others are caused by septic embolism of the 
subcutaneous arteries. Although the term “kidney car- 
buncle” may not be technically correct, it has been accepted 
and used by Israel, Jordan, Barth, Eisendrath, Furness, 
and others. Kretschner, in particular, in reporting his two 
cases states that there is no doubt in his mind of its clinical 
entity. 

The aspirating needle is of great value in the diagnosis 
of perinephritic abscess, particularly if the abscess is dor- 
sal, above or below the kidney. However, in those ab- 
scesses occurring in the fatty capsule ventrad to the kidney 
between the true renal capsule and peritoneum its use is 
not without danger. In the diagnosis of carbuncle it is 
obviously of no value unless the entire lesion has developed 
into one large slough. Dr. Day has noted that in these 
nephritic and perinephritic abscesses the urine usually 
shows a trace of albumen and organisms in the stained 
smear. There may be, in addition, a few leucocytes and 
erythrocytes. The point that I wish to emphasize, how- 
ever, is the relative paucity of the urinary findings in pro- 
portion to the severity of the illness of the patient. 

Doctors Rosenkrantz and Player have pointed out the 
importance of nephrectomy in the treatment of renal car- 
buncle, particularly if advanced. The lesion, although 
metastatic, acts as a new focus, forming a source of fur- 
ther infection. Statistics have shown that nephrectomy is 
the treatment of choice, that it has the lowest mortality. 


“I am of the opinion, as we all are, that there ought to 
be no interference with the free exercise and enjoyment 
of religious profession or worship. But I am also of the 
opinion that statutory enactments ought not to be contrived 
to exempt from the just regulation of the occupation of 
healing those who under the name of religion pursue 
healing as an occupation for pay” is the opinion of Harry 
Eugene Kelly, a member of the Chicago bar. “All per- 
sons who hold themselves out to the public as being en- 
gaged in the occupation of healing the sick for hire ought 
to be brought under the regulating statute, regardless of 
their religious pretensions, ministrations or connections, 
and be made to conform to the single statutory standard 
of education and proficiency.”—Federation Bulletin. 
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THE PROGRESSION REFLEX 


By I. LEON MEYERS, M.D., Los Angeles 
(From the Neurological Department, L. A. General 
Hospital) 


The reflex, which is of considerable diagnostic impor- 
tance, has not received the clinical study and application 
it deserves. 


The reflex is not seen in the normal state. 

The patients in which the reflex is seen with great con- 
stancy are those with lesions of the pyramidal tracts. 

Interpreted physiologically, the reflex appears to repre- 
sent the flexion phase of reflex-stepping in the “spinal” 
animal, or the progression reflex, which, according to the 
author, includes the Babinski toe response in man. 

Marie and Foix, in a brief communication to the 
Societe de Neurologie of Paris at its session of 
July, 1910, reported a reflex which they observed 
in lesions of the pyramidal tracts and which con- 
sists in flexion of the paralyzed limb on passive 
flexion of the toes. The reflex, which is of consider- 
able diagnostic importance, has not received the 
clinical study and application it deserves. It is my 
purpose in this paper to report my observations of 
this reflex in about fifty cases with various types of 
“paralysis” to point out certain of its features which 
have not been recorded before, and to give its phy- 
siologic interpretation, especially in its relation to 
the Babinski toe sign, a theory as to the physiologic 
interpretation of which I proposed in a previous 
communication. 

The reflex is elicited best as follows: With the 
patient in bed in the recumbent position, and com- 
pletely relaxed, and both his lower limbs fully ex- 
tended, the toes of the paralyzed limb are grasped 
by the examiner between the thumb and forefinger 
and gently flexed plantarwards, when at some time 
during this procedure—the exact moment varying in 
different cases, but before pain is produced thereby— 
the limb is seen to go somewhat slowly and gradu- 
ally into flexion at all its articulations. 

Cases are met with, however, in which the reflex 
does not set in until the stimulus has been main- 
tained for a minute or two, or has been repeated 
a number of times. It differs in this respect from 
the flexion of the limb which, as a voluntary move- 
ment of withdrawal, or as a reflex of defense, sets 
in on irritating the cutaneous surface of the foot by 
a pin-prick or pinching, in which case the movement 
of the limb occurs simultaneously with the applica- 
tion of the stimulus. 

As to the movement of flexion in this reflex, it 
generally involves all the articulations of the limb, 
the foot being flexed on the leg, the leg on the thigh, 
and the thigh on the hip. It is, however, especially 
marked at the knee, the movement at this joint fre- 
quently being of such range as to form an angle of 
90 degrees, or an angle even more acute. The 
flexion may, however, be of much smaller range, and 
not infrequently is so slight that the only conspicu- 
ous feature of the reflex is a contraction and round- 
ing out of the hamstring and sartorius muscles. 

The reflex is not seen in the normal state; in this 
state passive flexion of the toes, if not of such an 
extent as to cause pain and a voluntary withdrawal 
of the foot, produces no reflex movement of any 
kind. 

The reflex is also never seen in lesions of the ex- 
trapyramidal “motor” system as, for example, in 
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paralysis agitans of either degenerative or post- 
encephalitic origin, in chorea, athetosis, and chorea- 
athetoid encephalitis, whether the limbs are affected 
unilaterally or bilaterally. 

In two cases of cerebellar lesions which have re- 
cently come under my observation, in which the 
pathologic process was apparently limited to the 
organ itself and did not involve, directly or indi- 
rectly, the pyramidal tracts, as was evidenced by 
the diminution in the tendon reflexes, the absence 
of a Babinski toe sign, etc., the flexion reflex was 
absent. 


The patients in which the reflex is seen with great 
constancy are those with lesions of the pyramidal 
tracts, whether these exhibit themselves in mono- 
plegia, hemiplegia, or paraplegia. I found it present 
in such cases in a proportion of about 80 per cent. 
As to the exact type of a lesion which is necessary 
to produce the reflex, I am as yet not prepared to 
make any definite statement. From the observa- 
tions I have so far made I have gained the impres- 
sion that it was the milder, the irritative rather than 
the destructive lesions of these tracts that give rise 
to it. A few illustrative cases follow: 


Case I—E. A. (L. A. General Hospital, No. 207- 
216). Female. Fifty-nine years old. Had a stroke 
of right-sided hemiplegia with motor aphasia on 
April 8, 1924. Sudden onset. Was not unconscious. 
Examined on April 11. Patient is mentally clear. 
No auditory aphasia. Loss of power on right side 
incomplete. Patellar reflex on right side absent. No 
ankle clonus. Babinski, Chaddock, and Gordon are 
positive. Flexion reflex is unmistakably present. Re- 
examined on May 8. Patient has regained a good 
deal of power in right leg. Talks fairly well. Tendon 
reflexes on.right side are slightly hyperactive. No 
ankle clonus. No Babinski, no Chaddock, no Gordon, 
no Oppenheim. A definite flexion reflex, which is 
present invariably on repeated testing. 


Case II—J. C. (L. A. General Hospital, No. 107- 
820). Male. Forty-five years old. Hemiplegia of 
left side, which came on sudderily on December 25, 
1923. Was not unconscious. Examined on March 
25, 1924. Findings: Pupils unequal, left is wider. 
Both react to light and accommodation. - Wasser- 
mann on blood as well as the spinal fluid is nega- 
tive. Heart is greatly enlarged and gives both sys- 
tolic and diastolic murmurs. Severe hemiplegia of 
the capsular type on left side. Tendon reflexes on 
the left side spastic. Positive rectus clonus and ankle 
clonus. Positive Babinski, Gordon, Chaddock, and 
Oppenheim. Cremasteric and abdominal absent. Arm 
contractured in flexion, leg in extension. Flexion 
reflex is absent. 


Case III—J. G. (L. A. General Hospital, No. 207- 
820). Male Twenty-five years old. Skull injury on 
April 22, 1924. Examined on April 26, 1924. Patient 
had a number of clonic convulsions which were lim- 
ited to the face, arm and leg on the left side. These 
began in the morning and recurred a number of 
times since. At the time of this examination patient 
was unconscious, but his pupils reacted to light. He 
presented a left-sided hemiplegia. The left leg and 
arm were limp and: offered no resistance to passive 
movement. The tendon reflexes on the affected sides 
markedly hyperactive, the cremasteric absent, but he 
had no Babinski and no Chaddock, nor a Gordon. 
The flexion reflex was present. 


Case IV—(L. A. General Hospital, No. 208-680). 
Luetic myelitis in the dorsal region with a partial 
Brown-Sequard syndrome. H. S. Male. Forty years 
old. Complains of complete loss of power in right 
lower limb, incontinence of urine, and numbness in 
both lower limbs, which developed within the ten 
days preceding his admission to the hospital. Exami- 
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nation on May 8, 1924, shows the following: Pupils 
irregular in outline, left is wider than the right, both 
react sluggishly to light, but well to accommodation. 
No cranial nerve palsies. Right side: Arm normal. 
Complete loss of power in lower limb. Sense of posi- 
tive in that limb is lost; other sensations but slightly 
impaired. Deep reflexes are hyperactive. No ankle 
clonus. Positive Babinski, Gordon, Chaddock, and 
Oppenheim. Cremasteric and abdominal are absent. 
No flexion reflex. Left side: Arm normal. Slight 
loss of power in left lower limb; patient is hardly 
aware of it. Sense of position but slightly affected; 
other sensations much more so. Deep reflexes are 
hyperactive. No ankle clonus. Positive Babinski and 
Chaddock; no Gordon. Cremasteric practically ab- 
sent. Abdominal present, but slight. Flexion reflex 
is in this limb present. 


Case V—(L. A. General Hospital, No. 206-494). 
Cerebral arteriosclerosis with thrombosis of right 
middle cerebral artery. A. P. C. Seventy years old. 
Left-sided hemiplegia, which developed gradually 
during the morning of March 27, 1924. Examination 
on April 7, 1924. Heart is normal. Blood pressure, 
165-105. Hemiplegia involving lower face, arm and 
leg on left side. Loss of power in affected arm and 
leg is complete. Tendon reflexes are all absent. No 
Babinski, no Chaddock, no Gordon. Cremasteric and 
abdominal on that side are lost. Flexion reflex can- 
not be obtained. Patient states that his right side is 
normal. Objective findings on that side are as fol- 
lows: Patellar and Achilles are absent. Cremasteric 
and abdominal absent. Babinski is positive, and so 
are the Gordon, Chaddock, and Oppenheim. Flexion 
reflex on repeated testing is invariably present. 


An interesting fact in connection with the reflex, 
and one which has not been recorded before, is its 
dependence upon the postural state of the limbs. 
The flexion of a limb is generally abolished or is, in 
any event, markedly and unmistakably diminished 
by a flexion posture in the other lower limb. It 
appears to be immaterial whether the other limb was 
placed in flexion first and the passive flexion of the 
toes in the limb to be tested followed it, or both 
these movements were carried out simultaneously. 
A position of extension in the other limb is a pre- 
requisite for the appearance or full development of 
the reflex flexion in the affected limb. The posture 
of the other limb is not, however, in any way 
affected by the reflex flexion of the latter limb, the 
reflex affect being limited to the limb directly stimu- 
lated, and not spreading beyond its junction with 
the trunk. 

The reflex, it is clear from the foregoing, is not 
a variation of the Babinski toe sign, which, as is 
well known, is generally also associated with flexion 
of the limb. These two reflexes are, in the first 
place, not coexistent, as one may be present in the 
absence of the other, and are, secondly, different in 
origin as well as in the character of the reflex move- 
ment. Whereas, the flexion reflex is, as just stated, 
conditioned by the postural state of the other limb, 
the Babinski toe sign, as well as the reflex flexion of 
the limb which accompanies it, are not modified by 
this factor; and finally, the flexion of the limb in the 
latter reflex is, it appears, of the nature of a reflex of 
defense, and, as such, is rapid and flighty in charac- 
ter, in contra-distinction to the flexion of the limb 
on passive flexion of the toes, which is both tardy 
in its appearance and slow and gradual in develop- 
ment. 

Reflex flexion of the limb may be observed in an 
animal following transection of its spinal cord as 
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two types of a co-ordinate movement, namely, a pro- 
tective reflex and the flexion phase in reflex step- 
ping. The first is produced by the application of a 
hurtful stimulus to the skin of the limb, and espe- 
cially the foot, the object of the movement being 
then clearly to withdraw the limb and protect it 
from harm. The reflex under these circumstances 
is rapid in its evolution, and is maintained as long 
as the stimulus. 

The second type of reflex flexion of the limb, that 
which represents the corresponding phase in reflex- 
stepping, is produced in the stimulated limb (in the 
non-stimulated limbs, movements of reflex-stepping 
frequently accompany the protective reflex in the 
stimulated limb), not by cutaneous and harmful 
stimuli, but by postural stimuli, stimuli which affect 
the deep afferents. The reflex is, therefore, pro- 
duced by appropriate stimulation even after all the 
cutaneous nerves of the limb have been cut. In the 
spinal dog this reflex is produced with facility by 
lifting the animal from the ground with its spine 
vertical, and the limbs pendent. The passive exten- 
sion of the limbs at the hips acts, then, as the stimu- 
lus, evoking the rhythmic and alternating move- 
ments of flexion and extension or reflex-stepping in 
both hind limbs. 

The question now arises, Is the flexion reflex of 
the limb on passive flexion of the toes to be identi- 
fied with one of these flexion reflexes in the “spinal” 
animal, and if so, with which? Is it a protective 
reflex, or, as it is known in clinical neurology, a 
reflex of defense, or is it the flexion phase of reflex- 
stepping? The former reflex, the reflex withdrawal 
of the limb on the application of a hurtful stimulus 
is—thanks to the extensive studies of the phenome- 
non by Babinski and his associates—well known to 
us. Such a reflex is essentially cutaneous in origin, 
and sets in when the stimulus is applied anywhere 
to the affected limb. It is met with especial fre- 
quency in severe but non-degenerative lesions of the 
pyramidal tracts, as in compression myelitis, due to 
neoplasms, Pott’s disease, etc., but may be seen also 
in multiple sclerosis, posterolateral sclerosis (Fried- 
reich’s ataxia, certain types of tabes) and occasion- 
ally also in complete transverse lesions of the cord. 


There are some considerations, however, which 
make it appear highly probable that the reflex rep- 
resents, not a protective reflex, but the flexion phase 
in reflex-stepping. These are: 

1. The reflex of defense, as rapid withdrawal of 
the limb, is common in normal people whenever the 
hurtful stimulus is applied to the plantar surface 
of the foot; the flexion of the limb on passive flexion 
of the toes is not seen in the normal state. 

2. The stimulus required to evoke the latter re- 
flex, must be, as a rule, of longer duration than that 
required for the reflex of defense. 

3. The reflex flexion evoked is a slow, gradual 
movement as compared with the rapid flight of the 
stimulated limb in the case of the reflex of defense. 

4. The stimulus producing it is one that affects 
the deep afferents, not the cutaneous nerves. 

5. This view is, finally, favored by the fact that 
the reflex is abolished by a posture of flexion in the 
other limb. This phenomenon appears inevitable; 
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is, we assume, the reflex flexion in the stimulated 
limb to represent the flexion phase in walking, that 
phase in which its foot is lifted off the ground and 
projected forward to a new position, as this move- 
ment can occur only while the other limb is in con- 
tact with the ground, supporting the superincum- 
bent weight of the body. A position of flexion in 
the other limb must necessarily block the movement 
of flexion in the stimulated limb. 


THE RELATIONSHIP OF THE REFLEX TO THE 
BABINSKI TOE SIGN 


In a paper which I published in 1920 under the 
title of the “Physiologic Significance of the Babinski 
Toe Response,” I proposed the view that this phe- 
nomenon represents the extension phase of reflex- 
stepping of the “spinal” animal, which is modified 
in man in accordance with the evolutionary change 
in the form of the foot, and with it the mode of 
progression. In man, I pointed out, the force ex- 
erted by the foot on the ground in pushing the 
ground backward, and in this manner propelling the 
body forward, in the extension phase of the step, is 
exhibited in the direction of the big toe. We find, 
therefore, that this toe is provided with two sesa- 
moid bones at its metatarsophalangeal articulation; 
also that amputation of this toe impairs walking to 
a very marked extent, whereas amputation of the 
outer metatarsus impairs this function very little. 
The extension or propelling phase of the step is, 
consequently, associated with an elevation of the big 
toe, the other toes at the same time undergoing 
flexion while holding onto the ground and support- 
ing the body, which is rotating antro-posteriorly 
with the big toe as a pivot. This mode of executing 
the extension phase of the step is characteristic of 
man, and the Babinski toe response representing, in 
accordance with my theory, this phase of the step 
consists, therefore, in dorsiflexion of the big toe and 
plantarflexion of the other toes. And it is for this 
reason, it may be supposed, that the Babinski toe 
response is seen only in man and not in any of the 
lower animals. The reflex exhibits itself in lesions 
of the pyramidal tracts, because such lesion releases 
the function of progression, which, experimental evi- 
dence tends to show, resides in the lumbar enlarge- 
ment of the cord, from all cortical restraint nor- 
mally exerted on it. The center of progression acts 
in response to a stimulus to the foot, by virtue of 
what Marie et Foix designate l’automatisme medul- 
laire; it responds by the extension phase, the most 
essential part of the step, that part in which the foot 
exerts pressure on the ground propelling the body 
forward. If the stimulus is, however, passive flexion 
of the toes, a movement that in itself forms a part 
of the flexion phase of the step, that phase in which 
the flexed limb with the toes bent plantarwards is 
advancing forward to seize the ground in a new 
position—a process that is carried out to a large ex- 
tent passively, by atmospheric pressure, according to 
the Webers—then its reflex response is the move- 
ment of the limb during this phase in its entirety, 
reflex flexion at the hips, knee, and ankle. This re- 
flex, constituting the less important phase of the 
reflex step, requires a stronger, sometimes a fre- 
quently repeated stimulus for its excitation, but, like 
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the Babinski toe response, indicates that the center 
of progression in the cord through a lesion of the 
pyramidal tracts, is released from cortical inhibition. 


SUMMARY 


Observations are here recorded dealing with the 
reflex flexion of the limb on passive flexion of the 
toes, a reflex which was described by Marie et Foix, 
in 1910. The reflex is not seen in normal people, 
and is indicative of a lesion of the pyramidal tracts. 
The reflex, I found, is abolished or markedly dimin- 
ished by a posture of flexion in the other lower limb. 


The reflex may be present in the absence of a 
Babinski toe sign, or of a reflex of defense. It is, 
in accordance with my observations, seen with espe- 
cial frequency when the lesion of the pyramidal 
tracts is irritative rather than destructive. 


Interpreted physiologically, the reflex appears to 
represent the flexion phase of reflex-stepping in the 
“spinal” animal, or the progression reflex, which, 
according to the author, includes the Babinski toe 
response in man. 

517 Hillstreet Building. 


DISCUSSION 


Samuel D. Ingham, M.D. (1920 Wilshire Boule- 
vard, Los Angeles)—The study of the reflexes is per- 
ennially interesting. The one discussed in this paper 
bears closely on the subject of action patterns in the 
spinal axis. In animals we can demonstrate the walk- 
ing reflex, the scratch reflex, etc., but,in the hyman 
subject the cerebral influences tend to inhibit the 
expression of independent functions of the lower cen- 
ters. Many theories have been proposed in explana- 
tion of Babinski’s phenomenon and the group of re- 
flexes which are closely allied to the Babinski sign, 
and the theory of the defense reflex has probably 
been most widely accepted in explanation of the phe- 
nomena of which the Babinski sign is a part., 


Dr. Meyers’ interpretation is an ingenious one, and 
if further experience substantiates his reported ob- 
servations, the reflex which he describes will have 
practical value in neurological diagnosis. Whether 
this particular reflex represents the flexion phase of 
walking is purely theoretical, but it is a very interest- 
ing theory. 


Edward W. Twitchell (909 Hyde Street, San Fran- 
cisco)—The Babinski explanation that this response 
to passive flexion of the toes is merely a reaction to 
stimulation of the deep afferent fibres carrying mes- - 
sages from moving joints has always seemed to me 
a good one. In the same way, pressure upon the 
metatarsals produces a like effect through the pres- 
sure sense. In one case where the response to joint 
motion or deep pressure lags, a brisk result comes 
from a touch with ice or heat. It must be determined 
whether passive extension does not bring about the - 
same action which we have been accustomed to get- 


‘ting by passive flexion. 


Arthur R. Timme, M.D. (Brockman Building, Los 
Angeles)—Defense never satisfactorily explained all 
the various reflexes of the lower extremity, espe- 
cially not the Babinski and allied signs. This explan- 
ation on the basis of reflex stepping is a very ingeni- 
ous one and, to my mind, difficult of refutation. 
There are reflexes corresponding to both phases of 
stepping; we see the Babinski sign typifying the ex- 
tension phase and this new reflex, which might be 
called the Meyers’ sign, typifying the flexion phase. 
We see also that the Babinski can be elicited in both 
feet at the same time just as the extension phase 
can occur on both sides at the same time or a per- 
son can rise on both great toes at the same time. But 
the flexion reflex of Meyers cannot be elicited simul- 
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taneously on both sides any more than one can walk 
with both feet off the ground at the same moment. 


Harold W. Wright, M. D. (Flood Building, San 
Francisco)—It, occurs to me that if this reflex can 
be present when the Babinski reflex is absent, it may 
on further investigation covering a larger number 
of cases of upper motor neurone lesion be found of 
considerable interest and importance as a diagnostic 
point in distinguishing mild lesions in the irritative 
stage from lesions which have produced more serious 
damage; thus, it may possibly turn out to have some 
prognostic value. It would seem that this reflex 
could easily be stimulated in hysteria or unconciously 
occur in a hypersensitive individual. On the other 
hand, in a true hysterical monoplegia or hemiplegia, 
while other defensive reflexes, and even such as 
stimulate the Babinski may be present, perhaps this 
reflex which Dr. Meyers has described would be ab- 
sent. The most practical point, and this needs to be 
still further determined, is as to the constant pres- 
ence of this reflex in organic conditions in which the 
lesion is not sufficient to produce the other familiar 
reflexes of lesions of the pyramidal system. 


Thomas J. Orbison, M.D. (2007 Wilshire Boule- 
vard, Los Angeles)—Dr. Meyers is to be congratu- 
lated upon the careful experimental work that consti- 
tuted the preliminary phase and the cogent deduc- 
tions and lucid description that have been exhibited 
in the presentation phase of this piece of research 
work which he has presented to this Section for con- 
sideration. 

To state that the “flexion reflex” is either a de- 
fense reflex or of the nature of an hereditary pattern 
reaction, which is phylogenetically connected with 
the ability of man to walk in an upright position is, 
of course, far beyond the right of any of us to defi- 
nitely state with authority, because of the lack of 
sufficient data acquired either by experiment on liv- 
ing subjects or cadavers. 

The fact that the flexion reflex is not elicited when 
the other leg is not fully extended may have the sig- 
nificance attached to it by Dr. Meyers. If, however, 
the flexion is in the nature of an hereditary pattern 
reaction, and if that pattern reaction includes syn- 
chronous flexion, or gripping of the ground, by the 
lesser toes and forcible extension (pushing move- 
ment) of the great toes (as in walking), then why 
can it be elicited in the absence of one of the compo- 
nent factors of that pattern reaction, namely, pressure 
or forcible extension of the great toe? This question 
occurs to me as pertinent, and is asked not in any 
spirit of denying the author’s deductions. 

As to whether the flexion reflex is in essence a de- 
fense reflex brought out by certain degenerative 
lesions in the pyramidal tract distribution has not, I 
think, been proven or disproven. _ 


Doctor Meyers (closing)—The subject of reflex is 
truly, as Dr. Ingham stated, perennially interest- 
ing, and I was glad. to see so many valuable points 
brought out by the discussion. 

With reference to Dr. Twitchell’s remark that pres- 
sure on the metatarsus may also produce flexion of 
the limb, the reflex brought about by this maneuver 


occurs only when the pressure causes pain, and then,. 


of course, we have a reflex of defense, a reflex which 
is ant affected by the type of posture of the other 
limb. 

A point which I wish to emphasize in connection 
with my interpretation of the Babinski toe response 
is, that of all the theories proposed for it, mine is 
the only one that explains why movements opposite 
in character are carried out in this reflex by the big 
toe and the outer toes, dorsiflexion by the former and 
plantarflexion by the latter. The theory proposed by 
Walshe of England that the movement of the big 
toe represents a minor phase of the reflex of defense 
does not explain it; nor does the theory of Van 
Woerkom, which presupposes that man has de- 
scended from climbing apes, and the movement of 
the big toe represents a reversion to ancestral type 
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of function; nor does any other theory which ignores 
the simultaneous flexion and fanning of the other 
toes. 

As to the practical value’ of the flexion reflex de- 
scribed in my paper, I am convinced that it is in- 
dicative of an organic lesion of the central motor 
neurone. It is not seen in neurasthenia, psychas- 
thenia, or the psychoneuroses. The fact that it is 
seen with especial frequency in mild lesions of the 
central motor neurone, and sometimes in the absence 
of a Babinski toe sign and its allied phenomena, 
makes it of especial value from both the diagnostic 
and prognostic standpoints. I have accordingly made 
it a rule to examine for this reflex at every neuro- 
logic examination. 


CANCER OF THE RECTUM * 
By M. S. WOOLF, M. D., San Francisco 


Cancer of the alimentary canal attacks those sites where 
accumulation of its contents occurs. 

A campaign for the recognition of cancer of the rectum 
is very important. 

Cancer of the rectum is a furtive and insidious disease 
which is usually diagnosed too late for successful opera- 
tion. 

The best figures today for recovery in cancer of the rec- 
tum in the hands of an expert surgeon is only 11 per cent 
of cures. Eighty-nine per cent of patients must be left to 
the mercy of the growth. 

The majority of operations for cancer of the rectum need 
wise discrimination, considerable knowledge, and great 
patience. 


Some six hundred years ago John of Arderne, said 
to be the first surgeon in England, wrote the fol- 
lowing: 


“Bubo is an apostume breeding within the funda- 
ment in the longation with great hardness, but with 
little pain. This, before his ulceration, is nothing but 
a hid cancer, which cannot in the beginning be known 
by sight of the eye, for it is ‘hid within the funda- 
ment, and, therefore, it is called Bubo. For as an 
owle hideth herself in the darke places, so this griefe 
lurketh within in the beginning. 

“But after process of time it is ulcerat and fret- 
tith and goeth out and oftentimes it frettith and 
ulcerith all the circumference of the fundament so 
that the excrements goeth out continuallie without 
retencion, and may never be staied unto the death, 
nor cured by the healpe of man. And it is thus 
known. 

“Put your finger within the fundament of the pa- 
cient, and if ye finde within a thinge very hard, some- 
time on the one side, and sometime on both, which 
hindreth egestion, then it is Bubo. 

“And the manifest signs are these. The pacient 
cannot abstain from stoole, for aking iand priking, 
and that twise or thrise within an houre, and the ex- 
crementes seeme, as it were mingled with watrie 
blood, and it stinketh very strongly, so that all the 
unskilfull surgeons, and the pacient also, thinketh 
they have Dissenterium, when truly it is nothing so, 
for Dissenterium is with flux of the belly, but in 
Bubo there goeth forth the Bubo, but are reteyned 
within the fundament straightly so that ye may feele 
them with your finger and drawe them out, and in 
this case glisters availeth much. 

“And when they be nigh their ende, they beginne 
to have lyngering fevers, and to loose their appetite, 
they forsake all and covet wine, they eate little and 
covet everie day lesse and lesse, they sleepe but little 
and unquietly, they are heavie as well in mind as in 
body, and as they waxe weaker and weaker, they 
covet their bedde and, above all things, to drink 
water, neverthelesse they can speake and move them- 
selves to the last breath.” 


This is a description of cancer of the rectum, 


* Read before the California State Medical Association 
Meeting, May, 1924. 
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which might well represent the clinical findings of 
a surgeon of the present day. It is a very pessimistic 
statement of an observing man. Those of us who 
see cancer of the rectum treated with all the added 
advantage of an experience accumulated during the 
six hundred years following Arderne’s day feel pro- 
foundly anxious about this disease. We have, how- 
ever, what others had not—a confidence in even our 
desperate conditions because we believe that the dis- 
covery of cancer is imminent. The amazing scien- 
tific victories of the last century, and especially of 
recent years, are proof that masses of investigators 
thrown into the balance against disease are more 
and more effective in lifting the weight which has 
burdened us so long. 


Until the cause of cancer is discovered, or, at 
least, an effective treatment suggested, it is impor- 
tant to have now a clear understanding of those fea- 
tures which will be helpful to the patient suffering 
from cancer of the rectum. 


Cancer of the alimentary canal attacks those sites 
where accumulation of its contents occurs. There- 
fore, we find it more commonly in the mouth, stom- 
ach, caecum, flexures of the colon, sigmoid, and rec- 
tum. When the disease occurs in the intervening 
portions of the canal, one might suspect some nar- 
rowing from previous conditions—congenital, in- 
flammatory, or nervous. The result of this stasis is 
that chemical, biochemical, or mechanical irritation 
occurs, which may well be causative factors in the 
production of malignant growth. Stagnation, then, 
seems to be conducive, at least, to the production of 
cancer. Where the bowel is propulsive only and the 
feces semi-fluid, as in the small intestine, we seldom 
have the disease. 


There are parts of the bowel where food or feces 
are retained for a while and then transmitted fur- 
ther. This occurs in the stomach and rectum. For- 
merly, it was supposed that neutralization of the 
gastric acidity in the duodenum caused the pylorus 
to open. Macleod has shown this is not entirely the 
case, but that the pylorus opens by co-operative 
peristalsis with the pyloric antrum. It is thus con- 
ceivable that, where such co-operation is interfered 
with by a spastic sphincter, or by lack of tone in the 
muscles above, chemical changes may be produced 
in the stagnating contents. As far as the rectum is 
concerned, we have, not infrequently, constipation 
as a prominent factor in the history of patients 
suffering from cancer. Applying the anatomy and 
physiology a little more exactly to the rectal region, 
we find that the rectum is mainly efficiently at- 
tached to the sacrum, and nowhere has a perfect 
mesentery. It is guarded by at least one very strong 
sphincter. It is, therefore, likely to be a reservoir 
and, according to the condition of the sphincter, a 
more or less temporary one greatly under the con- 
trol of habit. Normally, the only sensation the rec- 
tum conveys is that of distension, which should 
occur once in twenty-four hours. Should there be 
pain or, indeed, any symptom other than that of dis- 
tension, there is an abnormality of bowel form or 
function which may not be due to disease of the 
rectum, but certainly involves it. From what has 
been said, we are not surprised that cancer occurs 
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frequently in this region where the bowel is fixed 
and by nature retentive, depending on the amount 
of retention by the condition of the sphincters. 


In thirty cases of cancer of the rectum at the 
University of California Hospital, there were eigh- 
teen males and twelve females—three males to two 
females. The youngest was 24 years of age, and the 
oldest 87. —Two patients were under 30, five under 
40, and eleven under 50. More than half, sixteen, 
were between the ages of 50 and 70, and the decade 
with the greatest number of cases was 60 to 70. 
Two were between 70 and 80 years of age, and one 
over 80. 


The majority were married. Luetic history was 
not significant in connection with its etiology. In 
only two was an hereditary cause suggested. 


Patients with cancer of the rectum come for ad- 
vice complaining of pain only, bleeding only or 
marked constipation only in almost equal numbers. 
Many have a combination of these signs. Constipa- 
tion being a universal complaint is only significant 
as a possible sign of cancer when it is very marked, 
increasing notably, or suddenly superimposed on a 
former regularity of the bowels. It may not mean 
organic pathology. Pain may also not mean definite 
pathology in the alimentary tract, as, for example, 
the pain in tabes, bladder pain, and the pain due to 
disease of the bony parts of the pelvis. Bleeding is, 
then, the only sign that definitely refers us to the 
bowel, and even here it may come from high up in 
the tract. Bleeding means damage or ulceration to 
the wall of the bowel somewhere. 


The constipation accompanying this disease may 
be sudden and almost absolute. There is the stric- 
ture, which has gone on to the point of arresting 
scybala which the normal movements cannot dis- 
lodge. Or, it is due to the sudden invagination of 
the bowel at the site of growth. Alternating with 
diarrhea, it shows also a more chronic lesion. Such 
histories of constipation may occur before other 
symptoms, without blood or mucus or pain. There 
is no ulceration or damage of the mucous mem- 
brane. There is no tenesmus. 


Pain, especially continuous pain, felt in the rec- 
tum is a pelvic phenomenon and in cancer means 
that the growth has either extended beyond the 
lumen or has caused inflammatory changes outside. 
Usually, when the growth has extended so far, 
there is not only pain but tenesmus due to the bowel 
endeavoring to rid itself of its contents. It is sig- 
nificant, bearing this in mind, that, of the nine pa- 
tients reporting primarily with pain, local removal 
could be attempted in only three. It is mainly a 
terminal symptom. 

Although bleeding accompanies the disease often 
as a late phenomenon, it may be quite an early sign. 
It may be so early that it signifies only congestion 
of the mucous membrane, which bleeds slightly 
when the feces pass over it. Later, it means ulcera- 
tion of considerable extent, either capillary or from 
the opening of a vessel in the base of the ulcer. 
This ulceration is a distinct advance from the be- 
ginning of the disease, which must commence in 
the mucous membrane, probably at the base of the 
crypts. When ulceration occurs, there will be 
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quickly an exudation from the surface, perhaps a 
little soreness, purulent discharge, and bleeding. At 
first, the bleeding is slight, mixed with or coating 
the feces with streaks, and dark from retentive 
changes. It actompanies defecation only. Later on, 
the bleeding is more severe, the blood brighter, often 
occurring apart from defecation. The bleeding in 
our series has not been such as materially to di- 
minish the red cell count. At least 50 per cent of 
cancers of the rectum have bleeding at some time or 
other in the course of the illness. 


A word on tenesmus. It is a symptom of some 
foreign substance, body or load in the rectum. It 
brings the patient to us as the distressing element 
in about half the number of times that bleeding, 
pain, and constipation do. It may be more trouble- 
some than real pain on account of its continually 
disturbing the patient. Yet it is not so severe in 
cancer as the tenesmus due to acute proctitis, espe- 
cially of the dysenteric type, which may rapidly 
wear the patient out. Even so, it is exhausting 
enough owing to the constant stimulation of the in- 
trinsic muscles, and consequent disturbance of the 
patient. 

The average duration of symptoms before the 
patient reported at the hospital was about one year. 
One had symptoms as long as four years, one as 
short a time as two weeks. Frequently, we see him 
after he has been treated by others, and often the 
diagnosis has been evaded. We would like to have 
the case before there has been loss of weight, since, 
although statistics are not complete in this respect, 
there is evidence that, without loss of weight and 
without anemia, the patient has a fair chance of hav- 
ing the growth excised. 


As to the position of the growth, we found that 
by sigmoidoscope or digital examination 25 per cent 
of the growths were at the recto-sigmoid junction, 
65 per cent were within a finger’s reach (about two 
inches from the anal orifice), and 10 per cent oc- 
curred lower than the sigmoid but higher than could 
be .reached digitally. Some 50 per cent were ulcer- 
ated. The claim that the recto-sigmoid junction is 
the part most frequently affected is undoubtedly 
correct. 


The question of position is important in the rec- 
ognition of the disease. Digital examination, to 
which some examiners confine themselves, cannot 
touch a growth higher up than 9 cms. from the ano- 
cutaneous margin. There are still about 5 cms. to 
the recto-sigmoid junction. It is possible to reach 
another 2 cms. by making the patient strain, espe- 
cially if he is in the squatting position. Even then 
one cannot say that one feels what one touches at 
the uppermost limit. One cannot examine satisfac- 
torily the upper 5 cm. of the rectum digitally. A 
small nodule of cancer, a diminutive polyp or papil- 
loma certainly would be missed. Digital examina- 
tion, however, should be done in all cases where 
possible, and especially before instrumentation, since 
more than once an ulcer perforation has been re- 
ported following rough usage of a sigmoidoscope. 
Peritonitis has then followed. 


We are seeing in our surgical out-patient depart- 
ment 250 new rectal cases a year. In these a sig- 
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moidoscopic examination is always done where the 
local condition permits. Such a routine will mini- 
mize oversights, and it is necessary if one wishes con- 
scientiously to eliminate disease of the lower bowel. 
We are getting gradually to recognize the value of 
this means of investigation. One must not wait for 
the appearance of considerable blood, pus, and pain 
before taking this important proof of the presence or 
absence of rectal disease. 


Rectal cancer may spread in the following ways: 
By contiguity, by vascular channels, and by lym- 
phatic channels. It starts in some part of the mu- 
cous membrane. It is adenoid, strongly resembling 
the adenoid cells of the surface epithelium and that 
of the crypts. It is probably nodular in all cases at 
first, and apparently is not preceded by a chronic 
ulcer as occurs at times in the stomach. According 
as it grows within the bowel wall or in lymphatic 
channels, we have the predominating varieties—that 
of non-ulcerating stricture and that of ulceration 
with a tendency to lymphatic gland involvement. 
In the one case, then, it spreads by contiguity in the 
tissues and, in the second by a more open path, 
namely, by lymphatic channels. In this case it pro- 
ceeds from one point or focus, ulcerating the sur- 
face at that point and affecting the lymph nodes 
opposite at the peritoneal attachment. 


Harrison Cripps believes cancer cells may origi- 
nate in the cancerous area and enter the blood 
stream in the minute vessels of the portal system, 
and by this means explains the rapid dissemination 
of the disease to the liver in certain cases. A strik- 
ing lymphatic chain is not always present with ex- 
ceedingly large deposits of cancer in the liver which 
have been transplanted from the rectum. 

Lenthal Cheatle and Percival Cole, on the other 
hand, consider that cancer of the rectum spreads 
mainly within the bowel wall, and for that reason 
the former considers that “wide removal of the 
bowel is not essential to recovery in most cases.” 
The glands removed with the rectum in our hos- 
pital very rarely show cancerous involvement. They 
do show inflammatory changes and are frequently 
much enlarged. It may well be that our so-called 
late cases are more likely to be cured than has been 
hitherto thought. Direct extension to other pelvic 
or abdominal organs contra-indicates operation, but 
lymphatic gland enlargement not necessarily. This, 
as Lenthal Cheatle says, “has a bearing on opera- 
tions for really sick patients where extensive opera- 
tions may not be advisable.” 


A campaign for the recognition of cancer of the 
rectum is very important. On account of its deadly 
nature, it is even more important to recognize early 
symptoms than cancer of the breast; first, because 
of the difficulty of recognizing early signs; secondly, 
on account of its being situated in a part which is 
technically difficult to operate on; thirdly, because 
of the septic nature of the area. 

Our attention is, therefore, drawn to the earliest 
appreciative suggestions of its presence. 

When the disease is situated high up in the rec- 
tum, there may be an increase of mucus with a very 
slight bloody tinge of this mucus. There can be, in 
general, no earlier signs of cancer in the sigmoid, 
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which is a silent portion of the intestine, though we 
have seen that complete obstruction may be the first 
sign in rare cases; then, early morning diarrhea, 
signifying an overnight accumulation of feces at 
the irritated or slightly swollen mucous membrane; 
further, spurious diarrhea, an evacuation frequently 
of small amounts of material due to irritation of an 
early growth; lastly, increasing constipation, sud- 
den constipation arising suddenly after old estab- 
lished habits of regularity. Other signs and symp- 
toms of cancer of the rectum bring the patient to 
us when the diagnosis is not uncertain. They are 
tenesmus, continuous pain, bleeding, especially bleed- 
ing apart from defecation and bleeding which is in- 
timately admixed with the stool producing dark 
blood with an offensive odor often accompanied by 
pus. 


Treatment naturally divides itself into palliative 
and radical, depending, the former on the great ex- 
tent of the growth or on the weakness of the pa- 
tient, and the latter on the possibility of removing 
the whole growth; for it may be laid down that 
operation of a radical nature should not be experi- 
mental, but should have a good prospect of eradi- 
cating the cancer. Colostomy relieves the patient 
considerably for many weeks in the cases where re- 
moval cannot be undertaken. Radium therapy may 
be undertaken in addition; in fact, Kelly and Ward 
declare that radium, if properly applied, holds out 
the best hope for such patients, either with or with- 
out radical operation or of itself alone. They report 
a cure of 11 per cent of two hundred patients one 
to ten years after treatment, which is much above 
our or any other average. We can report two pa- 
tients living three to five years, after local resection 
in one case, and in the other after abdominal peri- 
neal resection. 


Radical treatment resolves itself into local ex- 
cision of the growth, perineal resection of the rec- 
tum with or without colostomy and abdomino-peri- 
neal resection with a permanent colostomy. Only 
where the single perineal operation preserves the 
sphincter should it be done. The incontinence of an 
inferior opening of the bowel is intolerable com- 
pared with the inconvenience of an inguinal colos- 
tomy. The selection of any particular operation de- 
pends on the surgeon, but the maxim for surgery of 
cancer in general obtains here, namely: widest pos- 
sible resection of all suspected tissues. 


CONCLUSIONS 


1. Cancer of the rectum is a furtive and insidi- 
ous disease which is usually diagnosed too late for 
successful operation. 

2. The best figures today for recovery in cancer 
of the rectum in the hands of an expert surgeon is 
only 11 per cent of cures. Eighty-nine per cent of 
patients must be left to the mercy of the growth. 

3. Early symptoms and signs must be impressed 
upon the public. They are: 

(a) Blood tinged mucus with stool. 

(b) Discomfort in the rectum. 

(c) Early morning diarrhea. 

(d) Constipation increasing or superimposed on 
regularity. 
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(e) Spurious diarrhea. 


4. Enlarged pelvic glands are not necessarily a 
contra-indication to a radical operation. 
240 Stockton Street. 


DISCUSSION 


W. L. Huggins, M. D. (Pacific Mutual Building, 
Los Angeles)—Dr. Woolf is to be complimented for 
his comprehensive paper and showing. us that much 
may be done for this dread condition, if we will only 
make earlier and more thorough investigation. There 
has been too much pessimism regarding cancer in 
general, and especially about cancer of the large 
bowel; and ‘too little searching for the incipient 
lesion, 

We have probably had our share of good and bad 
results. Have one:case of resection well and at work 
at the end of ten years. Another of three years’ 
standing in which a colostomy was performed for 
obstruction, and later the growth resected by the so- 
called “asepti¢ technique.” A recent inoperable case 
was treated by deep x-ray therapy and the local ap- 
plication of Percy heat. This man is 70 years old and 
has been made fairly comfortable, but is by no means 
cured. I wish to join the author in his plea for more 
attention to the “silent portion of the intestine,” and 
more relief for this class of sufferers. 


Thomas O. Burger, M. D. (First National Bank 
Building)—Statistics show that the end-results are 
not as satisfactory in the surgery,of rectal cancer as 
they should be, when we consider the statements of 
pathologists that lymphatic metastases are infrequent 
in early stages,'and also that operative findings show 
little extension of the growth into adjacent areas. 

When a colostomy is done, the entire abdomen 
should be gone over to discover if any growths are 
to be found. The sigmoid particularly should be care- 
fully examined and if no involvement is found, then 
we:can hope that thorough eradication of all can- 
cerous tissue can be obtained. 

I do not favor the Kraske operation as ordinarily 
done, but use the cautery to surround the anal mar- 
gin at some distance, making a circular incision all 
= way around and continuing as high as is desir- 
able. 

The core removed includes 2-4 inches of the lower 
rectum, with the cancer included. ‘The heat destroys 
any adjacent cancer cells. The space left is rather 
formidable looking, but will in time granulate in, and 
all I have done has been quite satisfactory. The 
cavity is packed with ‘alcohol gauze and later with 
iodoform or other gauze in lessening amounts. 

If the cancer is more than three inches above the 
anal canal or in the sigmoid, I like the abdominal 
approach and technique of Coffey. 

I feel sure that the above procedures are capable 
of giving a lower mortality record than that shown 
by statistics of the recent past. 

C. L. Callander, M. D. (240 Stockton Street, San 
Francisco)—Dr. Woolf is to be complimented on his 
most excellent paper, not only from its clinical accu- 
racy and orderly arrangement, but as well because 
of his delightfully phrased rhetoric. Our medical lit- 
erature would be not only more comprehensible, but 
much more interesting were there prevalent here such 
a style, so much more common among English sur- 
geons. We are interested in his preliminary remarks 
as to the importance of an accurate anatomic con- 
ception of the region involved. Personally, it might 
be of interest to call attention to a particular struc- 
ture in this region, well known to those genito- 
urinary surgeons who prefer the perineal approaches 
to the pelvis, but comparatively little known among 
general surgeons. The structure referred to is a 
dense duplication of fascia, triangular in shape, be- 
tween the bladder and the rectum with its base su- 
perior and on a level with the most inferior limit of 
the pelvic peritoneum, and its apex on the superior 
fascia of the urogenital diaphragm. Its lateral bor- 
ders extend to the mesial borders of the levator ant 
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muscles. This is the fascia of Denonnvilliers. Out- 
lined thus, this fascia forms a frontal partition be- 
tween the genito-urinary tract in front, the prostate 
in particular, and the rectum behind. In this strategic 
location it dffers an effective barricade against exten- 
sion forward of malignancy of the rectum, into the 
genito-urinary tract, which, if involved, must be in- 
volved late in the course of the disease. This re- 
ciprocal relation obtains equally in malignancy of the 
prostate, so that involvement of the rectum is a fairly 
late manifestation. This structure is the most impor- 
tant factor in delimiting such malignancy. Dr. Woolf 
has stressed the importance of the early recognition 
of the manifestations of the cancer of the rectum; 
and with this conception of this obstructing fascia, 
early radical procedure offers some hope for cure. 


John Homer Woolsey, M.D. (135 Stockton Street, 
San Francisco)—This excellent paper should be read 
and applied by the entire medical profession. The 
condition of cancer of the rectum shows advance 
over the years in but one direction—method of treat- 
ment. Earlier diagnosis on the part of the medical 
profession and education of the public regarding the 
symptoms of the disease, should be one of our 
strongest endeavors in the coming years. 

A. rectal examination should be as much a part 
of the modern routine physical examination as the 
auscultation of the ‘heart sounds. Often foolish senti- 
ments of modesty prevent a thorough rectal exami- 
nation, and the patient is treated for hemorrhoid, 
fissure in ano, and what not. The examination should 
first be digital, and then for the reasons Dr. Woolf 
has well stated, a proctoscope not too large, but suffi- 
cient to permit a vision of the recto sigmoid junc- 
tion, which is involved in approximately 60 per cent 
of cancer of the rectum, should be employed for 
direct examination. 

In addition to the earliest symptoms of this dis- 
ease, such as passage of mucous, blood-stained feces 
and unsatisfactory stool, the frequent occurrence of 
hemorrhoids should be emphasized. The cause of 
hemorrhoids should always be determined before any 
local treatment is instituted, for these varices are fre- 
quently a physical sign of a more serious body ail- 
ment. Especially is this so when they appear in the 
cancer age, and persist. Fully 75 per cent of the 
rectal carcinomata upon which I have operated were 
treated primarily, for three to fifteen months for 
hemorrhoids, and, in some instances, were on the 
operating-table under the anesthetic before the cause 
was determined. 

The treatment is based upon the pathology, and 
herein lies a great possibility, for, as a rule, cancer 
of the rectum is relatively slow in its spread. The 
range of operability has increased considerably in the 
past ten years. It has been my experience in five 
patients, all of whom are alive, and completely well, 
post-operatively after three years in one instance, one 
and one-half years in two cases, and one year in two 
others, respectively, that they have been initially ad- 
vised by other physicians that their condition was 
hopeless and palliative measures only could be em- 
ployed. 

Since the metastasis by the lymphatics and by 
direct extension are our ruling factors, it is of in- 
terest that Miles states that at least in the ampula 
of the rectum the fascial layer is not involved until 
three-fourths of the transverse diameter is covered, 
and this is usually at the end of one year; that Hand- 
ley claims excision should include four inches above 
the tumor; that Fagge includes two inches lower 
than the apparent gfowth for excision; and that 
Mayo advises six inches of sound bowel above, and 
two below. 

The best treatment with our present knowledge 
should be surgical. Radium and x-ray are only pallia- 
tive. A one-year cure has no value and three years, 
formerly considered the goal as a complete cure, has 
now been discarded, for after eleven years, in one 
instance, a recurrence first appeared. Therefore, the 
number of so-called cures reported is quite variable, 
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but, at least for a few years’ help, well over 11 per 
cent, as stated by Dr. Woolf. Such clinics as Miles 
report over 50 per cent living and well after six 
years, and Mayo 37.8 per cent living after three years 
or more, and 35.8 per cent after five years. 


Doctor Woolf (closing)—The gentlemen who have 
been so good as to discuss this problem of cancer of 
the rectum have confirmed just those necessities of 
the situation which I had in mind. We need our 
acutest diagnostic sense if we hope to reveal early 
the presence of malignancy in the rectum, For suc- 
cess in the treatment of the disease after its dis- 
covery, we will have valuable help in a good ana- 
tomical knowledge of the parts in which we operate, 
and our technique must include careful attention to 
the details observed in the best surgery of other 
organs. The majority of operations for cancer of the 
rectum need wise discrimination, considerable knowl- 
edge, and great patience. 


SURVEY OF NON-TUBERCULAR CHEST 
LESIONS* 
By HENRY SNURE, M.D., Los Angeles 


In considering the non-tubercular infections of 
the lungs we have the following: The influenza 
and pertussis bacilli; the pyogenic bacteria such as 
staphylococci and streptococci, which cause ab- 
scesses, bronchiectasis and bronchitis; pneumobacilli 
and pneumococci, chiefly the cause of pneumonias; 
the anaerobic bacteria, causing gangrene. Infre- 
quent infections such as lues, actinomycosis and 
echinococcus. 


The most common condition to be confused with 
tuberculosis is the so-called chronic indurative pnue- 
monia following an ordinary .attack of pneumonia 
which has apparently clinically recovered and first 
gives symptoms several months after the primary 
infection. The cases of indurative pneumonia 
usually have slight increase of temperature, cough, 
expectoration and sometimes blood-streaked sputum. 
The distinguishing feature shown by x-ray is the 
involvement of lower lobes chiefly. Tuberculosis 
involves the lower lobes in less than 10 per cent of 
the tubercular cases. The changes in the lower 
lobes are varied. It may be a thin, even shadow, or 
a dense shadow; may have multiple small dilata- 
tions which in turn become gangrenous, and abscess 
formation takes place. Wessler states that the 
fetid odor of the breath and sputum appears regu- 
larly on the twelfth to the fourteenth day after 
aspiration of anaerobic bacteria causing gangrene. 
Ewing says that an indurative pneumonia can be- 
come so fibrous in character that tissue section shows 
none of the usual lung elements and cannot be rec- 
ognized as such. Pleurisy is another common con- 
dition following pneumonia. No definite percentage 
can be given as to the number of cases of pleurisy 
that are non-tubercular. Figures vary from 10 to 
50 per cent. Dr. Brem injected guinea pigs in two 
hundred consecutive cases of pleurisy with about 70 
per cent positive for tuberculosis. Malignant 
tumors of the chest are one of the common causes 
of non-TB effusions. Whooping-cough is an- 
other infection that has to be watched over long 
periods as changes take place slowly. Why some 
of these cases of whooping-cough improve after 

* Read before the Section on Radiology at the Fifty- 


third Annual Session of the California Medical Associa- 
tion, Los Angeles, 1924. 
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x-ray treatment and others do not cannot be demon- 
strated on the film. Following the flu epidemic 
quite a number of streptococcic pneumonias were 
observed which showed mottling on the film resem- 
bling the changes in tuberculosis, but these shad- 
ows, unlike TB, cleared up several months 
afterward. ‘The changes in lung tissue due to 
lues, as a rule, disappear quickly after specific 
treatment. There are no typical changes in acti- 
nomycocis. However, this infection extends early 
through one chest wall, and the organisms are 
found in the sinuses. Echinococcus cysts are usually 
large circular sharply defined shadows and more 
dense than tumors, from which they have to be 
differentiated. Wessler and Jackes, in classifying 
lung abscesses according to cause, find 21 per cent 
due to aspiration following tonsilectomy. In non- 
aspiration cases chronic pneumonia caused 21 per 
cent and so-called grip or flu 21 per cent. These 
three conditions accounted for 63 per cent of the 
cases. The remaining 37 per cent were caused by 
some thirteen different conditions. ‘They also state 
that out of one hundred consecutive cases of lung 
abscesses where post mortems were made, only 
twelve were diagnosed clinically, fifty by x-ray 
examination. (About four times as many were 
found by x-ray as by clinical methods, which is, of 
course, encouraging to the roentgenologist.) A 
large acute abscess may form in forty-eight hours, 
whereas those of slow onset are usually the small- 
est. An abscess can entirely disappear in so short 
a time as three weeks. The size of the area of 
pneumonitis surrounding the abscess has no special 
significance. The aspiration type of abscess is 
found chiefly in the upper lobes. About one-third 
of the cases of lung abscesses get well, and usually 
within three months after onset. 


1501 South Figueroa Street. 








The Effect of Intravenous Injections of Calcium 
Chlorid on the Kidney—During the last two years, in 
the Mayo Clinic, patients with obstructive jaundice re- 
quiring operation have been given intravenous injections 
of calcium chlorid pre-operatively in order to reduce 
their coagulation time, and to assist in the prevention of 
bleeding. Five cubic centimeters of a 10 per cent aqueous 
solution of calcium chlorid have been given daily for three 
days, and the results—the hastening of blood coagulation, 
as evidenced by a lowering of blood coagulation time, and 
the absence of post-operative hemorrhage in jaundiced 
patients—have been striking. John P. Bowler and Walt- 
man Walters, Rochester (Journ. A. M. A. Oct. 18, 1924), 
report now on their experimental work done on dogs on 
whom an artificial obstructive jaundice was produced 
by ligating the common bile duct under anesthesia and 
with aseptic technic. The effect of intravenous injections 
of calcium chlorid in various amounts on the kidney was 
studied, the kidneys. being removed at the necropsy. 
With the exception of the usual changes in the kidneys 
accompanying obstructive jaundice, no other structural 
pathologic changes were found. Nor was it possible to 
produce deposits of calcium in the kidneys by doses rang- 
ing from 8 mg. for each kilogram of body weight to the 
lethal dose of 280 mg. for each kilogram of body weight 
in normal dogs, and of 380 mg. for each kilogram of 
body weight in jaundiced dogs. It was not possible to 
demonstrate a deleterious effect on the kidneys of any of 
these dogs, either clinically or pathologically. 


Medical judgment, skill, foresight, and even experience, 
are beads unstrung, unless all are applied with infinite 
tact—Sir John Collie (The Practitioner). 
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DE-ETHERIZATION BY CARBON 
DIOXID INHALATION* 


REPORT OF CASES FROM ST. LUKE'S HOSPITAL, 
SAN FRANCISCO 


By ELIZABETH B. CHRISTIANSEN, M.D., 
San Francisco 


De-etherization by carbon dioxid inhalations, as pro- 
posed by Henderson and Haggard, is an important factor 
in preventing distressing after-effects of ether anesthesia. 

When properly administered no ill effects have been 
produced. 


It is inexpensive; a tank costing $5 will last for forty to 
fifty cases, and it requires no complicated apparatus. 

As early as 1876 the effects of increased percent- 
age of carbon dioxid in the inspired air was pointed 
out by Friedlander and Herter. A few years later 
Zuntz was able to demonstrate that a concentration 
of carbon dioxid of about 3 per cent causes notice- 
ably hyperpnea, from 8 per cent to 15 per cent there 
is distinct dyspnea, but beyond this point further 
concentration, instead of augmenting respirations, 
decreases them; and the animal dies at a concentra- 
tion of 40 per cent to 50 per cent. Further re- 
search concerning the influence of carbon dioxid on 
the respiratory mechanism has been carried on by 
Traube, Haldane, Rosenthal and others. 


About three years ago Yandell Henderson and 
Haggard proposed the use of carbon dioxid for 
improving. the condition of patients suffering from 
the after-effects of ether anesthesia. Extensive re- 
search was undertaken in order to discover whether 
the use of carbon dioxid in such patients would be 
of outstanding benefit, and whether it was capable 
of producing any harm. One of the results of their 
work is the method of de-etherization by means of 
carbon dioxid inhalations described by J. C. White, 
in the September, 1923, issue of the Archives of 
Surgery. Quoting this article: 

“The physiologic principles which suggested this 
method are: (1) that ether, being a volatile sub- 
stance carried by the blood, will be eliminated 
chiefly through the lungs; (2) that the rate of its 
elimination must, therefore, vary directly with the 
volume of pulmonary ventilation. Carbon dioxid 
being the natural stimulus to the respiratory center, 
its addition in small quantities to the inspired air 
seemed to them the logical method of accomplish- 
ing this purpose.” 

Laboratory work on the respiration, the blood 
gases, etc., was carried on, and quantitative analyses 
were made on the ether tension in the venous pul- 
monary air and the minute. volume of respiration, to * 
determine the exact rate of de-etherization. 


By the formula worked out by Haggard the ether 
tension found in the alveolar air in equilibrium 
with the venous blood is 1-15.2. 


Of special interest is the recovery curve: ‘“Dur- 
ing the first few minutes after administration of 
ether is stopped, elimination is extremely rapid; so 
that the normal patient puts out one-half of the total 
ether in his body in the first thirty minutes. The 
curve then flattens out so that it takes from one to 
two hours to ventilate out half of the remainder, 


* Presented to the Pacific Coast Association of Anes- 
thetists at the joint meeting held with the Section on 
Anesthesiology of the C. M. A., Los Angeles, May, 1924. 
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and from one to two days for the last traces to dis- 
appear in the blood. 


“On comparing the clinical depth of anesthesia 
with the ether analyses, a perfectly constant rela- 
tionship is seen running through the entire series; 
from 1.0 to 1.5 gm. of ether per liter of venous 
blood gives full. surgical anesthesia; 0.7 to 1.0, 
light anesthesia; with from 0.5 to 0.6, the reflexes 
are active and the patient often vomits; with from 
0.3 to 0.4, the patient opens his eyes; with 0.2 he 
is fully conscious. 


“The chief subjective discomfort comes with be- 
tween 0.4 and 0.2 gm. of ether, although an occa- 
sional patient may continue to feel nauseated and 
overwhelmed by the ether until the last traces leave 
the system. 


“During operation, the average patient under a 
deep anesthesia breathes about six to eight liters of 
air per minute. ... Treated with carbon dioxid 
the pulmonary ventilation is raised from twenty-five 
to thirty-five liters per minute.” 

It has been shown by Peabody that the pulmo- 
nary ventilation of the average individual is nearly 
doubled when the carbon dioxid of the inspired air 
reaches 5 per cent, and is quadrupled, or more, 
when it reaches 6 per cent. 

Henderson and Haggard further report that 
with the rapid production of hyperpnea with an in- 
crease of the minute volume of respiration from 
thirty to seventy liters a minute, their patients re- 
gained consciousness in from fifteen to twenty-five 
minutes. 

“The blood pressure which has fallen from 5 
to 15 mm. below normal, and which control obser- 
vations had shown would continue to fall still 
further, was rapidly restored to normal level.” 
They also noticed “that the patients returned to 
the ward with color and circulation much im- 
proved, that the tendency to nausea and vomiting 
was much reduced, and that none developed gas 
pains.’ 

As for the witioiads of ether elimination, Hag- 
gard has shown that “over 90 per cent of the ether 
inhaled by a dog can be quantitatively recovered in 
the expired air. Ether at body temperature is in 
the gaseous state. That it is present in the blood as 
a simple solution and subject to the physical laws 
for gases dissolved in liquids can be proved by a 
simple experiment. A constant stream of air is 
blown through a five-liter bottle-containing varying 
concentrations of ether in water, similar to those 
found clinically at the end of anesthesia, at a nor- 
mal body temperature. By analyzing the amount 
of ether remaining in solution at definite intervals 
of time in a series of experiments with different 
degree of ventilation and initial ether tension, 
curves were obtained which reproduced any form 
of the de-etherization curve found in the actual 
patients. These experiments are important 


because, from the exact similarity of their curves 
with those of actual patients, they show that the 
de-etherization is a purely physical process and a 
very simple one at that.” 

The anesthetic department of St. Luke’s Hos- 
pital is greatly indebted to Alanson Weeks, who 
called our attention to the work of Henderson and 
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Haggard; and urged us to try it out, rendering us 
every possible assistance. 


The fifty cases observed by Leavitt and myself 
include hysterectomies, cholecystectomies, hernioto- 
mies, gastro-enterostomies, appendectomies, etc. 
Since conditions of excessively high blood pressure, 
severe cardiac complications, operations on chest 
and respiratory passages, and marked acidosis are 
considered as contra-indications to carbon dioxid de- 
etherization, because of the respiratory strain of 
excessive pulmonary ventilation, such cases were 
excluded. 


Of the fifty patients treated with carbon dioxid, 
twenty-nine were female, thirty-one male; the ages 
varied from 4 years to 62 years. The length of 
anesthesia was from twenty-three minutes to two 
hours and thirty-five minutes, and the degree was 
in the majority of cases deep, only four being light. 
The respiratory rate during the administration of 
carbon dioxid varied from twenty to forty per 
minute. As a rule the increase in volume was 
noticed within half a minute, the respiration in each 
case becoming deep and regular. ‘There was in 
most cases a slight increase in pulse rate, but in no 
case did this exceed twelve per minute. The color 
in all except two cases was normal. At close of 
the administration of carbon dioxid twenty-three 
were fully awake; twenty-one would answer when 
called by name; six did not answer, but the re- 
flexes were active. Of undesirable effects during 
the de-etherization, six showed a dilatation of the 
pupils at the start. This, however, quickly disap- 
peared when the mask was momentarily removed. 
Two remained slightly cyanosed. ‘There have been 
no complaints of discomfort from the breathing of 
carbon dioxid. 

Three of our cases had considerable nausea, vom- 
iting and straining. ‘Two cases, both explorative 
laparotomies, suffered from gas pains; nine vomited 
once or twice; unaccompanied by straining or great 
amount of nausea; thirteen complained of nausea 
only, lasting for two to three hours, and twenty- 
three had no after-effects whatever. Five of these 
patients volunteered the information that they had 
had very severe after-effects from previous ether- 
izations, and were surprised at the difference when 
de-etherized with carbon dioxid. 

Our apparatus is of the simplest kind; a carbon 
dioxid tank on a portable stand, to which is at- 
tached a wash bottle. The flow of gas is con- 
trolled by means of a gauge, and after passing 
through the water in the wash bottle it reaches the 
patient through an ordinary gas tube and mask on 
which the valve is kept widely open. 

The average time for the patient to wake up 
sufficiently to open his eyes, when called by name, is 
given by White as one hour and fifteen minutes. 
We find that the majority of patients reach that 
stage well within thirty minutes. As White’s con- 
trol observations were made in the Massachusetts 
General Hospital, the difference calls attention to 
the fact that a deeper degree of etherization is usual 
than with us, a feature of considerable bearing on 
this work since, quoting White in his closing para- 
graph, one of the two chief factors governing the 
rate of recovery is “the amount of ether in the 
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body at the end of anesthesia.” Our object of de- 
etherization is therefore not so much to awaken the 
patient as to eliminate the distressing after-effects 
of etherization. 

Ina hospital where the anesthetist is scheduled 
for, a succession of cases it is often difficult to give 
the desired length of time for de-etherization, both 
on account of the anesthetist and the operating 
room. I feel, therefore, that we might have ob- 
tained more striking results, if the carbon dioxid 
treatment could have been kept up a little longer in 
several of the cases. 

St. Luke’s Hospital. 


A STATISTICAL STUDY OF EMPYEMA 
IN CHILDREN UNDER 13 YEARS DUR- 
ING THE PAST TEN YEARS AT THE 
LOS ANGELES GENERAL HOSPITAL* 


By ALFRED J. SCOTT, JR., M. D., Los Angeles 


The object of this study was to determine if 
possible how many cases of empyema in children 
enter this 1200-bed hospital with more than 10 per 
cent of the beds provided for children. 

Our problem was: How many cases were there? 
What was done for them? What were the re- 


sults? What was the class of patients, racially? Is 
empyema harder on children under 5 years than 
older? What type of operation gives the best re- 
sults under 5 years and over 5 years? 

We did not try to compile the records of the 
pneumonias due to lack of sufficient help, and even 
with the empyemas it was difficult to segregate 


children from adults as every record had to be 
examined to determine the age. 

There were only twenty-six cases in children in 
the nine and one-half years from January 1, 1913, 
to June 1, 1923: Males, 21; females, 5. 


Age Incidence—Under 6 months, 1; 6 to 12 
months inclusive, 1; 13 to 24 months, 1; 4 to 5 
years, 9; 6 to 7 years, 4; 8 to 12 years, 8; 13 
years, 2; total 26. 

Age Division—Under 5 years, 12; 5% to 13 
years, 14. 

Nationality—American, 14; Mexican, 9; Ital- 
ian, 3. 

Type of Pneumonia Preceding the Empyema— 
Lobar, 15; broncho, 6; trauma, 1; unknown, 4. 


Location in Chest—Right side, 12; left side, 16. 


Length of Time in the Hospital—One patient 
lived only one day, and another stayed thirteen 
months because of an unhealed sinus; of the re- 
maining twenty-four patients, one stayed eleven 
days, two 120 days, and the average for the twenty- 
four was twenty-one days. 

The average length of time after the patient en- 
tered the hospital until a diagnosis of empyema was 
made was eight days. 

The Predominating Symptoms W ere—Pain, 11 
times; temperature of septic type, 18 times; 
dyspnoea, 16 times, and cough, 18 times. 

Sleep Was Noted As—Poor, 5 times; fair, 4 
times, and good, 3 times. 

* Presented to the Section on Pediatrics at the Fifty- 


third Annual Session of the California Medical Associa- 
tion, Los Angeles, 1924. 
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Loss of Weight Was Noted—Eight times. 

Urinalysis Showed—Albumen and casts, 3 times, 
and normal urine, 12 times. 

X-rays were not made in eleven patients, and a 
number of times in fifteen others. Where done, the 
average recorded statement was: Opacity in the 
region of the fluid; opacity if the lungs were com- 
pressed; and if the amount of the fluid was large, 
cardiac displacement was present. 

Physical examination notes may be summarized 
as follows: Dullness to flatness; distant breath 
sounds over the dull areas; distant voice sounds 
over the dull areas; few crepitant rales above the 
dull areas; exaggerated breathing on the opposite 
side; heart displaced by fluid and where the con- 
dition has been present for some time; bulging of 
the chest over the affected areas; smoothing out of 
intercostal muscles and lagging of the chest over the 
area of the fluid. 

Type of Operation—Aspiration, 6 cases; thoraco- 
centesis, 7 cases; rib resection, 8 cases; no operation, 
5 cases; a combination of aspiration and thoraco- 
centesis, 3 cases; aspiration and resection, 2 cases. 

The Final Results—Died, 10 cases; incomplete 
records and patient left hospital, 2 cases; left hos- 
pital improved, 12 cases; left hospital unimproved, 
2 cases. Of these that died, seven were under 5 
years, three 514 years and over. 


Relation of the type of operation and age 
dence as to the end results: 
Under 5 years: 

Type operation 
Aspiration 
Thoracocentesis 
Resection , 
None done (left hosp. unimp.).... 


inci- 


No. cases Recovered 
2 1 


Cases over 5 years: 
Type operation 
Aspiration 
Resection 
Thoracocentesis 


No. cases Recov ered 


wo Olds 


11 


Comparing these figures with those under 5 
years shows again that resection is rather more 
favorable in its prognosis. 


The type of organisms found in the pus re- 
moved from the chest showed: 


Non-hemolytic streptococcus .. 

Non-hemolytic streptococcus and pheumococcus.. 

Pneumococcus, alone 

Gram positive, extracellular coccus.. 

Gram positive, bacillus and pneumoc 

Staphylococcus albus and pneumococcus... 

Staphylococcus albus, gram positive, bacillus and pneu- 
mococcus 

Staphylococcus albus and micrococcus scarstsondunhen 

Tubercle bacillus 

No cultures 


me bore orb 


The cases that died had the mes organisms: 


Pneumococcus, alone . 
Pneumococcus with gram “positive, “bacillus... 
Short-chained streptococcus and pneumococcus... 


SUMMARY AND CONCLUSIONS 


From the number of case histories in this series 
we cannot draw any very definite conclusions. The 
laboratory work has not been complete enough 
except in a few instances. There has been marked 
improvement in history writing and examinations, 
x-rays, etc., since 1921. Therefore the results of 
this study show: 


1. Rib resection in this series has been done 
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over a longer period of time. The clinical results 
seem to have been more satisfactory than with any 
other type of operation. 

2. Time ‘between operation and discharging the 
patient was three months (excluding one case). 

3. The left side of the chest was most fre- 
quently involved (sixteen cases). 

4. In this small series the race incidence was 
about equal in the ability to combat the disease. 

5. Children over 5 years gave the best prognosis 
in this series. 

6. The pneumococcus was present in the cul- 
tures of all the fatal cases, either alone or in a mixed 
infection, excluding the one case of tuberculosis. 

7. It seems more logical where there is pus in a 
chest to make a hole large enough to get good 
drainage. If a small calibered tube was used, some 
pus must be retained, even when broken up by 
chemical solutions, which may make a good culture 
medium for bacteria. 

8. If irrigations are valuable, why not use a 
large enough opening, large enough tubes and wash 
out less frequently? 

9. The constant manipulations of the young 
infant and child to irrigate, upsets the delicate 
nervous system and undoubtedly interferes with 
convalescence. 

10. Allow the infant or child to sleep at night 
and build up its resistance. This is of more value 
than mechanical interference from the outside. 

11. If hospital records show such results, what 
must the results be in private practice on the out- 
side of an institution, where accurate case records 
and checking up are not done? 

1501 South Grand Avenue. 


THE TREATMENT OF POST-INFLUEN- 
ZAL ASTHMATIC BRONCHITIS* 


By SAMUEL H. HURWITZ, M. D., San Francisco 
(From the Medical Department, Mount Zion Hospital, 
and the University of California Medical School, 

San Francisco) 

Post-influenzal bronchitis with or without symptoms of 
bronchospasm is a frequent sequel of epidemic influenza. 

The condition results from secondary infection of a con- 
gested and edematous bronchial mucous membrane with 
a streptococcal flora containing, in the main, four types of 
these organisms. 

Vaccination of such patients, over a shorter or longer 
period, with carefully prepared and properly administered 
autogenous vaccines containing these organisms gives re- 
sults when all other methods of treatment have failed. 

A successful therapeutic result would seem to depend 
not so much upon the age of the patient and the duration 
of symptoms as upon the absence of irreparable damage in 
the lungs and bronchi. 

Discussion by Max Rothschild, San Francisco; George 
Piness, Los Angeles. 


As an aftermath of the waves of influenza, which 
began with the great pandemic of 1918, there are 
now a large number of patients who are suffering 
from some of its sequelae. Of these we have found 
asthmatic bronchitis to be an extremely important 
sequel and one not sufficiently emphasized. During 
the routine treatment of a large number of asthmatic 
patients over a period of about five years, we became 
__ * Presented to the Section on General Medicine at the 
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impressed with the observation that of those instances 
of bacterial asthma which we were called upon to 
treat, two groups of patients responded better than 
the others. These were the children whose asthmatic 
bronchitis followed some acute respiratory infection, 
such as whooping-cough, bronchopneumonia, grippe, 
a neglected bronchitis or a tonsillitis, and secondly, 
those adults and children whose asthmatic paroxysms 
were definitely the outcome of an attack of influenza 
of varying severity. The role of infection and the 
treatment of bacterial asthma in childhood have been 
presented in a former communication. (Hurwitz, 
S. H., Bacterial Asthma in Children, Med. Clin. N. 
America, 1922, 6299.) In this: paper, I wish to 


emphasize the value of properly prepared and care- 
fully administered autogenous vaccines in the post- 
influenzal group, and to call attention to some of the 
end-results obtained by this mode of therapy. 


CHRONIC INFLUENZAL BRONCHITIS 


Most patients affected with acute epidemic influ- 
enza recover without any pathological changes in the 
respiratory tract. In a small proportion, after the 
acute manifestations of the disease have subsided, 
there still remain certain annoying symptoms. ‘These 
chronic symptoms, as well as the pathology in the 
lungs and bronchi underlying them, may last for 
months, and in many instances may be so serious that 
a complete return to a normal state can hardly be 
expected. 


Chronic forms of influenza may manifest them- 
selves in various clinical pictures. ‘These have al- 
ready been noted by Pfeiffer after the epidemic of 
1890-1891, and again described by clinical observers 
who have studied the waves of recent years. In a 
large proportion of instances, especially those in 
which the primary disease ran a mild course without 
pulmonary complications, only a laryngitis and rhino- 
pharyngitis remained for weeks or even months. In 
others in whom the bronchi were severely affected 
during the course of influenza, subacute purulent 
bronchitis, general or apical, remained for an indefi- 
nite period. In still others in whom the lungs and 
pleura were implicated during the course of the pri- 
mary acute disease, bronchiectasis, chronic abscess of 
the lung and thickened pleura remained. Many of 
these patients were pronounced tuberculous and 
treated in hospitals and sanatoria for the tuberculous. 

Of these post-influenzal sequelae involving the res- 
piratory tract, chronic influenzal bronchitis, although 
not the most serious, may become very incapacitating. 
This is particularly true of patients whose bronchitis 
becomes associated with paroxysms of bronchospasm. 
Where this occurs, the condition may properly be 
designated post-influenzal asthmatic bronchitis. And 
it is to be emphasized that in these instances we are 
not concerned with true spasmodic attacks of bron- 
chial asthma due to sensitization with bacterial or 
other proteins, but rather with a secondary infection 
of the bronchial mucous membrane whereby a simple 
chronic bronchitis is converted into an asthmatic 
bronchitis and to a change of the usual type of bron- 
chitic sputum which is easily raised into a jelly-like 
and tenacious material that can be removed only 
with difficulty from the lumen of the bronchi, even 
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on repeated coughing. The protracted spell of 
coughing, together with the tenaciousness of the 
sputum, gives rise to a constriction of the bronchial 
muscles that leads to marked inspiratory dyspnoea 
and suffocation. 

CLINICAL DATA 


The carefully taken histories of the nine instances 
of post-influenzal asthmatic bronchitis summarized 
in the table all contain certain clinical features in 
common: First, a predisposition to the ready devel- 
opment of head colds and respiratory infections, more 
particularly at those periods of the year when naso- 
bronchial infections are prevalent; second, the devel- 
opment of paroxysmal attacks of asthmatic bronchitis 
at a shorter or longer interval after recovery from the 
more acute symptoms of influenza, and third, the 
ushering in of every subsequent attack or series of 
attacks by a new cold or bronchitis. 

The patients varied in age from 8 years to 56 years 
and the duration of symptoms when the patients 
were first seen ranged from four weeks to six years. 
It appears, therefore, that post-influenzal asthmatic 
bronchitis may occur at any age at which influenza 
may serve as the inciting cause and that the symptoms 
produced may continue until they are brought under 
control. The factors of age and duration of symp- 
toms have, however, a very important bearing on 
prognosis. Children, on the whole, do better under 
treatment than adults, even though the symptoms are 
of longer duration. In adults, the outlook is deter- 
mined in large measure by the degree of damage 
done to the congested and edematous mucous mem- 
brane at the time treatment is begun. In our experi- 
ence, moreover, this type of asthmatic bronchitis in 
adults yields better to treatment than does that fol- 
lowing a long-neglected bronchitis of other etiology. 
This may be explained in a measure by the shorter 
duration of the symptoms in the influenzal cases, 
most of which have come out of the epidemics begin- 
ning with the one in 1918. 

In several of the patients, there was historical evi- 
dence of some iniury to the bronchial mucous mem- 
branes prior or subsequent to the influenzal infection. 
The 8-year-old boy (Case III) had passed through 
whooping-cough; another patient (Case IV) gave a 
long history of bronchitis before contracting influ- 
enza in 1918, and one patient (Case V) had incurred 
some probable injury to the bronchi from the acci- 
dental ingestion of a solution of lysol instead of a 
cough mixture some two months after convalescence 
from influenza in 1922. The patient dates the begin- 
ning of her paroxysms from this episode, although it 
is not quite clear how ingestion of the irritant injured 
the lining of the bronchi. 

As in most instances of asthma, whether of the 
sensitive or non-sensitive type, certain contributory 
causes were responsible for bringing on paroxysms. 
In two of the patients (Cases I and II) the contribu- 
tory factors were associated with occupation. One 
of them was a saleswoman who handled woolen 
goods, and the other worked behind a drug counter. 
In the former instance there was exposure to the 
organic dust of clothing and in the latter to powders, 
sachets and dusts of all kinds. A great variety of 
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other contributory causes was given by the remain- 
ing patients: Nervousness, anger, overloaded stom- 
ach, wind and fog. In two patients (Cases I and 
VIII) hearty laughter was thought to bring on a‘ 
paroxysm. In still another the irritating odor of 
paint usually evoked a wheezing spell. Of all the 
contributory causes, however, none was so certain to 
bring on a paroxysm of asthma as taking cold. Infec- 
tion of the naso-bronchial passages seemed to be 
more potent than any other contributory cause. Of 
the coexisting conditions present in several of the 
patients, two—pregnancy and influenzal endocar- 
ditis—deserve brief mention. One patient (Case I) 
was married several months after a course of treat- 
ment and passed through two pregnancies in the fol- 
asthma. Another patient (Case VI) was in the early 
months of pregnancy when treatment was com- 
menced. The spells of wheezing ceased about a 
month after beginning treatment, which was stopped 
six weeks before term. There was no recurrence of 
the paroxysms during and after delivery. Because 
of the strain which a pregnancy throws upon the 
respiratory mechanism, and because of the well- 
known aggravation of the asthmatic condition during 
the course of a pregnancy, it is felt that the effective- 
ness of this form of treatment has been put to more 
than the ordinary test. 


The occurrence of a well-compensated influenzal 
endocarditis in one patient (Case VIII) is of inter- 
est because, in this instance, the influenzal virus was 
responsible both for the cardiac as well as the respira- 
tory tract injury. Inasmuch as no other cause for 
the injured valves could be made out, we believed 
this diagnosis justified, more particularly as clinical 
signs of a mitral stenosis first appeared soon after 
recovery from a severe influenza contracted in 1918 
and lasting six weeks. 

The findings on physical examination were so 
uniform in most of the patients that it is possible to 
summarize them. Where the bronchitis and asthma 
had existed for several or more years, the physical 
signs of some grade of emphysema of the lungs was 
present. This was associated in three of the patients 
(Cases IV, VII and IX) where the asthmatic condi- 
tion had existed five, six and five years respectively, 
with changes in the configuration of the thorax, 
increase in the antero-posterior diameter and fixation 
at the costo-sternal articulations. 

A marked similarity existed in the roentgenograms 
of the chest which were taken of these and other 
patients suffering from asthmatic bronchitis: The 
bronchial shadows were increased, the hilus thick- 
ened on one or both sides and the mediastinum 
usually broadened. No roentgen evidence of tuber- 
culosis could be made out. In several of the patients 
(Cases V and IX) where there was grayness in the 
lung fields, the shadows occurred at the base and not 
in the upper third, which is more likely to be true 
of shadows caused by tuberculous infiltration. More- 
over, in all instances, careful search for tubercle 
bacilli by direct smear and by antiformin concentra- 
tion methods proved negative. 

When chronic bronchitis exists, careful examina- 
tion of the sputum by cultural methods discloses 
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various and often numberless bacteria. For sputum 
cultures to give any results, the sputum must be care- 
fully collected as blood or urine that is to be used 
for cultural purposes. For isolating the predominat- 
ing organisms from the sputum obtained from the 
deep respiratory passages, and in the preparation of 
vaccines from them, we have followed, with minor 
modifications, the technic used by previous workers. 
A suitable nugget of sputum is obtained in a sterile 
sputum bottle, and washed about three times in sterile 
salt solution. A smear from such a specimen is then 
made on a blood-agar plate. Colonies from this 
plate are then streaked on a second blood-agar plate, 
and then on a third, to insure purity. From these, 
several colonies of each type of organism are trans- 
ferred to slants of Loeffier’s medium so as to insure 
sufficient growth. After twenty-four hours, tests for 
purity are made, and then each slant is washed off 
with the water of condensation, and about one-half 
cubic centimeter of this is transferred to a tube of 
Avery blood-broth. For streptococci, the reaction of 
this medium should be about P H 7.8. The twenty- 
four hour growth in broth is then washed three 
times in saline, the last washing being carried out in 
the Hopkins graduated tube. A mixed suspension is 
then made of the various types of organisms to be 
used, approximating their predominance on the blood 
plates. The bacteria are killed by heat at 60 degrees 
centigrade for one hour and tested for sterility. The 
vaccines thus made were diluted so that each cubic 
centimeter contained 1,000,000,000 bacteria. 

Studied by this method, we have found that in a 
series of 120 sputum cultures carried out on more 
than fifty patients having bacterial asthma as a sequel 
either of influenza or some other type of respiratory 
infection, streptococci occurred in more than 50 per 
cent of the patients. The other organisms isolated 
were micrococcus catarrhalis, staphylococcus, pneu- 
mococcus, gram-positive diplococci, diplo-strepto- 
cocci, gram-positive bacilli, gram-negative bacilli, 
and the bacillus of Friedlander. These findings, in 
the main, are in agreement with those of other work- 
ers. The incidence of streptococci in our series is 
slightly less than that found by Rackemann working 
at the Massachusetts General Hospital and would 
probably have been higher if we had studied more 
carefully the cultural characteristics of the gram- 
positive diplococci and diplo-streptococci. Pneumo- 
cocci and micrococcus catarrhalis have been found 
much less frequently in our later cultures because we 
have become more successful in obtaining and in 
properly washing our sputum specimens. ‘The latter 
organisms are probably only infrequently responsible 
for the type of asthmatic bronchitis under consid- 
eration. 

The streptococci isolated could be grouped in the 
majority of instances into four main types: A non- 
hemolytic streptococcus, a viridans, and two types of 
hemolytic streptococci, an alpha and a beta, the 
former having a narrower zone of hemolysis on the 
blood-agar plate than the latter. 

It was because of this overwhelming preponder- 
ance of the streptococcal flora that we have made use 
in all but several of the patients included in this 
report of vaccines containing one or more representa- 
tives of this group of bacteria. In two of the patients 
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treated in 1920 and 1921 (Cases II and III) other 


bacteria were also introduced into the vaccine because 
the role of streptococci was then not fully appre- 
ciated. 

I cannot present proof that the streptococci iso- 
lated and employed in the vaccines play more than a 
secondary part in the causation of the asthmatic 
bronchitis; nor is it certain that there is any specific 
qualitative difference in the various culturally similar 
types of streptococci. In other words, it is not pos- 
sible to state whether a given streptococcal flora iso- 
lated from the sputum of one patient would not have 
been as effective in producing a result in another 
patient as in the one from whose sputum the organ- 
isms were isolated. The difficulty of carrying out 
such observations on human beings is obvious. On 
the whole, it should be emphasized that all workers 
in this field stress the greater efficacy of fresh vaccines 
and more particularly of autogenous ones in the 
treatment of asthmatic bronchitis. 


TREATMENT AND RESULTS 


In most instances, we began with small doses of 
pure vaccine given at five to seven day intervals, the 
shorter interval being used between the beginning 
smaller doses. ‘The size of each succeeding dose 
must be regulated largely according to the reaction 
of the patient to the previous dose. The initial injec- 
tion varied from 50,000,000 to 100,000,000 organ- 
isms, and the final one amounted to anywhere from 
500 to 1,000,000,000 bacteria. 

As previously stated, none of these patients gave a 
positive skin test to any bacterial protein, but several 
showed a well-marked local reaction at the site of 
inoculation. We are not convinced that a successful 
therapeutic result is in any way directly related to 
the occurrence of a local reaction, since the patients 
who did not react locally were definitely improved, 
both subjectively and objectively, ‘as a result of vac- 
cine treatment. 

The duration of treatment in six of the patients 
whose course of treatment has been completed aver- 
aged about three months. Three of these patients 
developed relapses following head colds and had to 
be revaccinated. In three patients now followed over 
a period of two years there has been no recurrence 
of paroxysms, and one man past middle life has been 
very comfortable for a year since treatment was dis- 
continued. Of the remaining patients, four are still 
under treatment. Improvement in these instances 
must be measured by the prolongation of the interval 
between spells and by the shortening of the duration 
of each paroxysm. One patient with continuous 
asthma for seven weeks prior to treatment has been 
comfortable for about eight months, and another 
with daily spells for a year has been greatly relieved 
for over five months. In another instance (Case 
VI), where paroxysms before treatment occurred 
at least once a month, the patient passed through a 
pregnancy without a recurrence. ‘Two women are 
still under treatment and show encouraging improve- 
ment. 

It is fair to add that only those patients were 
regarded as suitable subjects for treatment who 
showed no irreparable damage in the bronchi and 
lungs. Such pathology cannot be righted by vacci- 
nation, and attempts to do so have done much to 
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discredit a useful mode of therapy in this as well as 
in other forms of bacterial asthma. 

Besides the proper selection of patients, two other 
factors are essential for a successful result. Mani- 
fest pathologic conditions of the nose, throat and 
paranasal sinuses, which may be responsible for con- 
tinued reinfection of the respiratory tract should be 
corrected; and every consideration should be given 


to improving the general health and resistance of the 
patient. 


CONCLUSIONS 


Post-influenzal bronchitis with or without symp- 


toms of bronchospasm is a frequent sequel of epi- 
demic influenza. 


We believe the condition to result from secondary 
infection of a congested and edematous bronchial 
mucous membrane with a streptococcal flora contain- 
ing, in the main, four types of these organisms. 

Vaccination of such patients, over a shorter or 
longer period, with carefully prepared and properly 
administered autogenous vaccines containing these 
organisms gives results when all other methods of 
treatment have failed. 

A successful therapeutic result would seem to de- 
pend not so much upon the age of the patient and the 
duration of symptoms as upon the absence of irrep- 
arable damage in the lungs and bronchi. 


DISCUSSION 


Max Rothschild (380 Post Street, San Francisco)— 
Asthma may be the resultant of so many different 
causes that it might be advisable to consider it an 
important and usually most distressing symptom in- 
stead of a disease per se. Therefore it is of the utmost 
importance to find out before beginning treatment of 
any kind, to what influence or to what kind of an 
infection an asthma is due. Very often the previous 
history will give us the necessary information. 

If an asthmatic traces the beginning of the symp- 
toms to an influenzal attack, it is most probable that 
this infection with a resulting bronchitis may be the 
cause for the attacks. We all have seen cases in 
which the asthmatic attacks do not last through the 
year, but occur at certain times when the weather 
condition may predispose susceptible individuals to 
bronchitis, and these cases are certainly not due to 
food or foreign protein-sensitiveness. These so-called 
attacks of winter asthma resemble, to a certain extent, 
the post-influenzal cases described so well in Dr. Hur- 
witz’ paper. They are bacterial in nature, and we ob- 
serve them frequently in children. These cases yield 
usually in a most. gratifying way to vaccine treat- 
ments, and they do so without any changes being 
made in their mode of living or diet. The bronchial 
muscle-spasm is often due to some foreign protein or 
protein-derivative, as is generally known, but it is 
also unquestionably due at times to an inflammatory 
process in the mucous membrane with a resulting 
secretion of mucus and an obstruction of the bron- 
chioli. And these are the cases of which Dr. Hur- 
witz speaks and which are so splendidly relieved by 
the proper use of properly prepared autogenous vac- 
cines. It is always advisable to test these cases with 
the different bacterial proteins and we must not for- 
get that we have to consider “second day” reactions 
in these patients. We believe that in the majority of 
these cases where large amounts of vaccines are used, 
the results seem to be better. I remember especially 
a case of a young boy with very severe asthmatic 
attacks—post-influenzal. The treatment by Dr. Hur- 
witz—to whom I referred the case—was certainly re- 
markable and bears out his ideas and conclusions. 
Another most instructive case. has been observed by 
us which, while it was not due to an influenza, but 
to a tuberculosis, resembled in its asthma-causing at- 
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tacks those post-influenzal cases. The inflammatory 
process in the mucous membrane of the bronchi or 
bronchioli with secretion of mucus and obstruction 
produced intense muscle-spasm. As climatic changes 
did not help her, we compressed the diseased lung, 
and immediately the asthmatic attacks stopped and 
have not recurred. It proves that these attacks are 
not always due to bacterial proteins, but often to 
mechanical obstruction in the bronchioli. 

George Piness, M. D. (1136 West Sixth Street, Los 
Angeles)—The treatment of post-influenzal asthmatic 
bronchitis is not as simple as one would think after 
reading Dr. Hurwitz’s paper. My experience with 
this type of bronchitis has been that it is the most 
stubborn type to contend with and that it does not 
respond to treatment very readily. The results are 
dependent upon two factors; first, the preparation of 
a suitable vaccine; secondly, time and patience, and 
then only about 37 per cent obtain the results desired. 

The treatment described by Dr. Hurwitz is similar 
to that carried on in my own practice, with the ex- 
ception that we carry on our treatment over a longer 
period of time, approximately six months. 

I am fully in accord with the writer in that local 
reactions are not a factor in determining the end re- 
sult, since a great many patients give reactions locally 
without obtaining results, while others have no local 
reactions and do obtain results. 

We are at present treating a series of cases, such 
as those described by Dr. Hurwitz, with chlorine gas, 
but it is too early to report results at this time. We 
will, however, publish them in the near future, re- 
gardless of whether they are successful or otherwise. 


SURGERY OF THE ANTRUM OF 
HIGHMORE* 
By CULLEN F. WELTY, M.D., San Francisco 


For diagnosis as well as for purposes of treatment, a 


probe puncture of the Antrum of Highmore will give 
definite information. 


_The x-ray is of little or no benefit in determining the 
kind of operative procedure necessary. ’ : 
We rarely see a nose that is perfect anatomically with 


an acute infection. 

Because of the multiplicity of the different opera- 
tive procedures on the Antrum of Highmore, it is 
at once apparent that they have not been satisfactory 
in the ultimate outcome. 

For this reason I am going to submit to you the 
definite operations that I have used and explain to 
you why I believe they are superior to any others. 


We will divide the surgery of the Antrum of High- 
more into operations for acute infections and opera- 
tions for chronic infections. As to the time when 
an acute infection becomes chronic, it is difficult to 
establish the acuteness or the chronicity of an indi- 
vidual case. From a surgical standpoint it depends 
entirely on the pathological conditions present. 
From this you can readily understand that the ques- 
tion resolves itself largely to the judgment of the 
individual, surgeon. 

However, there are certain definite lesions that 
are present at times in chronic cases that establish 
beyond a question of doubt the operative procedure 
to be adopted. Again, there are chronic cases that 
do not show any definite pathology. There are 
some few acute cases that show by minor surgical 
procedures that the changes in the mucous membrane 
have been of such a nature that they will not recover, 


* Presented to the Section on Eye, Ear, Nose, and 
Throat, Fifty-third Annual Session of the California 
Medical Association, Los Angeles, May, 1924. 
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Figure 1.shows the teeth in place; the relation of the 
alveolar process to the Antrum of Highmore. 


or that the infecting micro-organism is so virulent 
that they will not yield to the minor procedures. 


Jansen of Berlin says that an influenza infection 
of the Antrum of Highmore always requires the 
radical operation. I am not thoroughly in accord 
with his teachings, as the known cases of influenza 
infections are not of sufficient number to warrant 
positive statements. 


The x-ray is of little or no benefit in determining 
the kind of operative procedure necessary. 


Did it ever occur to you that in an acute corrhyza 
the whole mucous membrane of the nose and that of 
all the accessory sinuses participate? The blood 
supply is the same. The mucous membrane has not 
quite so many cilia and there are not so many glands 
to secrete mucus. Otherwise they are the same. 
Now, with this in mind, there are many cases that 
recover entirely if left alone; left to nature to over- 
come the infection. The cases that do not, have a 
malformation such as a deviated septum or some 
hypertrophied turbinates. We rarely see a nose 
that is perfect anatomically with an acute infection 
of the Antrum of Highmore. In other words, the 
malformation and the hypertrophied tissue predis- 
pose to such an infection. Often an acute infection 
will recover if the secretion has sufficient room to 
discharge. This is decided for or against by the 
amount of discomfort (pain or headache). Some- 
times it is necessary to do a septum operation. Some- 
times the removal of the anterior end of the middle 
turbinate is sufficient. The removal of an hyper- 
trophied anterior end of the middle turbinate is 
always essential. 


For diagnosis as well as for purposes of treatment, 
a probe puncture of the Antrum of Highmore will 
give definite information as to the kind of infec- 
tion, the character of the infection, and sometimes 
will tell you that you are dealing with an acute 
exacerbation of a chronic suppuration (by the ap- 
pearance of cheesey pus). This simple procedure is 
to be repeated daily or every other day, dependent 
upon the character of the discharge, the time be- 
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Figure 2 shows the depth of the alveolar process and 
the relation of the teeth. 


tween treatments to be increased as the infection 
subsides. 

It is usually quite easy to find the opening of the 
puncture needle after it is once established. (Some 
prefer a larger opening, the size about the circumfer- 
ence of an ordinary lead pencil.) I only mention this 
to say that it is unnecessary. At times a canula can 
be introduced into the normal opening and the 
cavity cleaned in that way. 

In the event that the middle turbinate has been 
removed in part or whole, an opening can be made 
more easily at this place than anywhere else, and it 
will remain patent and the infection handled in 
this way. 

Any opening that is made in the interior meatus 
will not drain the Antrum of Highmore because 
there will remain a partition a half inch (more or 
less) that separates the nose from the antrum. Be- 
cause of this, the other procedures are better, as they 
do not impair the nose in any particular. With one 
or the other of these operations, you must bring your 
case to a successful issue or do more radical work. 
In all my practice, this has only been necessary a few 
times. (They may have been influenza infections. ) 

Acute infection following the extraction of a 
tooth. This is entirely different from the other 
forms because we start with a perfectly healthy An- 
trum of Highmore, and if given any kind of a 
chance will recover in a short time. The infection 
is based upon traumatism plus lack of surgical clean- 
liness. 

The treatment for this is to wash the antrum 
through the fistula daily until the discharge begins 
to subside and then wash every other day, every third 
day, and so on. The fistulous tract must be tam- 
poned after each irrigation and this tampon must be 
sufficiently tight so that water or air will not enter, 
and must be of a single piece of gauze. When the 
discharge subsides, the packing is removed every 
three or four days, with less and less gauze used, 
until the fistula closes completely. 


1. From a previous Antrum of Highmore opera- 
tion. This must be closed by plastic surgery. Tak- 
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ing a piece of mucous membrane and periosteum 
from one side of the fistula, freshening the edge of 
the opposite side, elevating and bringing together 
without tensidn and suturing. 

2. Fistula brought about by the extraction of a 
tooth. The smaller ones are brought to a successful 
issue by curetting very thoroughly because often 
there is a loose piece of bone. ‘Tamponing and 
cleansing from day to day and usually the fistula 
will heal. If you fail to bring this to a successful 
issue, a radical operation is necessary, and at the time 
of the radical operation the fistula can be taken 
care of. 


Fistula into the Antrum of Highmore, with such 
a large opening that it is impossible to close by the 
foregoing procedures, will be brought to complete 
healing by an operation that I have devised, and I 
can assure you is perfectly satisfactory. 

Under general anesthesia, an incision was made 
at each end of the fistula on the outer side of the 
alveoli and carried well up to where the bone had 
been removed in the Antrum of Highmore operation. 
Periosteum and mucous membrane were removed 
from the alveolus, and afterward the whole of the 
outer border of the alveolus, into the Antrum of 
Highmore. A similar incision was made on the 
inside at each end of the fistula, periosteum and 
mucous membrane elevated from the bone and the 
bone removed. By this time I had an opening an 
inch and a half long, into which I could easily put my 
finger and enter the Antrum of Highmore. 

An incision was now made in the median line of 
the hard palate its entire length, and the periosteum 
elevated over the entire area. It is easy to under- 
stand that by this procedure all tension will be re- 
moved when the sutures are introduced. So that 
the sutures may not cut the tissue, two perforated 
lead discs are used on each side and the sutures tied 
rather snugly. These sutures can remain for ten 
days, when it will be found that the union has been 
complete and the patient will be very well satisfied. 

Chronic infection of the Antrum of Highmore, 
diagnosed by accompanying nasal pathology, mal- 
formation, by the duration of the discharge, by the 
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character of the discharge and by the symptoms pro- 
duced. I proceed in one way—by the radical opera- 
tion or the Luc-Caldwell operation with the Welty 
modification. 


This operative procedure has been so universally 
satisfactory for me that no one could induce me to do 
a different operation. For probably twelve or fifteen 
years I have been doing it in the same way, the same 
procedure in detail, and I can assure you that I have 
not had to reoperate a single case. Besides, every 
case is well; absolutely dry as far as I am aware. 
With such a record for an operative procedure it 
stands in your own mind pre-eminent. I want you 
to know about it. I want you to do it in the way I 
have done it, and I know you will have the same 
result. However, I must insist that you do not make 
any modifications until you have learned well to do 
in detail what I describe. 

The incision, about two inches long, is made over 
the canine fossa, about half an inch above the margin 
of the mucous membrane and the teeth. 

The opening into the Antrum of Highmore is 
made with a round chisel and enlarged with the 
Hajak antrum gouge until every vestige of over- 
hanging boney wall has been taken away. After- 
ward the edges are made smooth by a hand burr or 
one driven by electricity. 

The polypoid membrane is now curetted from the 
cavity of the Antrum of Highmore, every vestige of 
it. Sometimes it is particularly difficult to remove 
the mucous membrane that dips into the normal or 
abnormal openings into the nose. After the cavity 
is dry and every part of the mucous membrane re- 
moved, you introduce the round chisel into the nose 
and to the lateral side, enter the Antrum of High- 
more. After it is once entered, a heavy curet can 
be used to break down the whole of the lateral wall 
of the nose below the inferior turbinate. This will 
extend to the far end of the Antrum of Highmore. 
Now, with a sharp curet, cut down the remaining 
edge of the lateral wall of the nose until the floor 
of the nose and the cavity of the Antrum of High- 
more are on the same plane. Sometimes it is not pos- 
sible for them to be on the same plane. However, 





Figure 3 shows the alveolar process on either side 
removed. The mucous membrane and periosteum 


lying loose. 


Figure 4—The incision and elevation of 
the periosteum and hard palate, and the 
incision from either side of the fistula. 


December, 1924 


the lateral wall of the nose must have been so com- 
pletely removed that it cannot be found with a 
hooked probe. Now you can take a curved scissors 
and mouse-toothed forceps and cut the mucous mem- 
brane and bone away until you encounter the attach- 
ment of the inferior turbinate. This is cut away for 
the entire length of the lateral wall of the nose. All 


edges and rough places to be cut away or removed 
with a burr. 


Figure 5 


Now we are ready to close our original incision 
with interrupted sutures of black silk, a small 
tampon left in the Antrum of Highmore while clos- 


ing. Before tying the individual sutures, they should 
be made secure by fastening with artery forceps. It 
usually requires from five to six sutures. Before 


tying sutures, remove the tampon. ‘These sutures 
are removed in from six to eight days. Tampon 
about six inches long and two inches wide is intro- 
duced into the antrum by way of the nose. This is 
removed the following morning. This small tampon 
is put into the nose for the purpose of forming a 
clot and not to control hemorrhage. 


After the fourth day the Antrum of Highmore is - 


irrigated with normal salt solution daily until the 
water returns free from secretion and shreds. ‘The 
interval of these irrigations is increased with the 
progress of recovery. 

I have saved what I consider the best of the tech- 
nique for the last, and that is my modification of the 
Luc-Caldwell operation. This consists of not touch- 
ing the inferior turbinate surgically. 

You can examine any of my patients, and you could 
not say from the appearance of the inside of the nose 
that it had ever been touched by an operative pro- 
cedure. 

The integrity of the nose is as good as it ever was, 
and they never have a relapse. 

210 Post Street. 


DISCUSSION 


E. F. Tholen, M. D. (1136 West Sixth Street, Los 
Angeles)—Dr. Welty brought out some excellent 
points in his paper. I wish to discuss it only from the 
dental side. I have seen many cases of antral disease 
in which the sole etiological factor was an abscessed 
tooth or a pyorrhea pocket extending into the antrum. 
Removal of the diseased teeth and curetting of the 
socket with a few irrigations of the antrum brought 
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about a cure. If a chronic antrum persists after good 
drainage is established, the devitalized teeth on that 
side of the jaw should be removed before resorting 
to a radical operation. I rarely pack an antral fistula 
more than a few days. If the opening is large I have 
a removable dental shield made to fit over the opening 
and attached to the teeth. This prevents solid food 
particles from going into the antrum. 


I practice the principles devised by Dr. Welty for 
closure of antral fistulae, but do not find it necessary 
to remove as much alveolar process or to make the 


mesial incision more than one-half way to the mid 
line. 


Kaspar Pischel, M. D. (Butler Building, San Fran- 
cisco)—Regarding the value of roentgen pictures, I 
have learned from experience that the negative find- 
ings are more reliable than the positive ones. An 
antrum once affected seems to show a shadow in the 
roentgen picture, even if it is entirely healed; appar- 
ently the walls become thickened by the inflammation. 

When making a probe puncture for diagnostic pur- 
poses, I first aspirate, to assure myself that the needle 
is in the antrum, because fatalities have been reported 
from blowing air into veins. If I intend to wash out 
the antrum several times, I prefer to use a large 
trocar, because then I can find the opening so much 
easier and with less traumatism. 


Frank Albert Burton, M. D. (Watts Building, San 
Diego)—A busy ear, nose and throat man sees a large 
number of cases with maxillary involvement and it is 
always valuable to have the benefit of the experience 
of other rhinologists. After all, experience is the best 
teacher and since Dr. Welty has used the method 
that he refers to for a period of fifteen or twenty 
years, it is valuable to us to have the benefit of his 
large experience. 


In his method, Dr. Welty provides free drainage 
and good ventilation, which we all recognize as clas- 
sic objectives in dealing with the sinuses. It was 
brought out in the paper that there are often intra- 
nasal abnormalities and pathology requiring atten- 
tion to provide good drainage and ventilation. As it 
not infrequently occurs that making a large naso- 
antral opening and irrigation fails to get the desired 
results where there is a deviated septum hypertro- 
phied or degenerated turbinates. 


In my work I have always considered the matter of 
diagnosis the most important step, and have learned 
to depend largely upon careful history taking and 
clinical findings. Trans-illumination and x-ray used 
only incidentally. It is my conclusion that from time 
to time a case presents with a diseased maxillary 
sinus, the diagnosis of which can only be made by 
exclusion. For such cases the puncture method rec- 
ommended by Mullin and Dennis is very helpful. 

One of our colleagues is working upon an instru- 
ment with which he soon expects to make quick illu- 
mination possible via puncture canula passing through 
naso-antral wall. Such a method is surely feasible 
and doubtless will soon be available for us all. 

In sinus surgery, as well as all other surgery, the 
conservation of functioning structures should not be 
lost sight of and with this in mind in all my sinus 
surgery I have studiously avoided destruction of 
healthy turbinate tissue. I have been able to get satis- 
factory results by fracturing the inferior turbinate and 
lifting it high up in the nose (avoiding traumatism to 
soft tissue), removing the naso-antral wall as com- 
pletely as possible, taking special care to come well 
forward and to provide the least amount of “bridge” 
between floor of nose and floor of antrum. Immedi- 
ately following the operation, I dry and thoroughly 
inspect the cavity with the naso-pharyngoscope. 

By rhinologists it is generally conceded that empy- 
ema of the maxillary sinus is frequently overlooked. 
This is probably even more true in children than in 
adults. In the surgery of the maxillary sinus of the 
child, the difference in its size and location must be 
taken into account. 

In connection with infection associated with tooth 
extraction, the better dentists are refraining as far as 








628 


possible from probing through the tooth socket into 
the antrum. 


Dr. Welty (closing)—In reply to Dr. Tholen I must 
say that it is absolutely important that the fistulous 
opening be képt closed as long as air or liquids can 
be forced through. Otherwise the patients will not 
all recover. 


As I said in my paper, acute infection of the Antrum 
of Highmore by way of tooth extraction can be 
treated very satisfactorily by keeping the fistula open 
as long as there is pus in the antrum and then allow 
it to close. The protector is a very excellent device, 
and I have frequently used it. If patients do not 
recover, they have to have the radical operation. 

In reply to Dr. Pischel in regard to x-ray examina- 
tions of the Antrum of Highmore, will go a little more 
into detail because the x-ray is not at all reliable. 

1. An infected antrum will frequently give a nega- 
tive finding. 

2. An antrum that has once been infected will fre- 
quently give a positive finding after the case is en- 
tirely well. 

3. An Antrum of Highmore that has once been 
operated will always give a positive finding, when 
cured or otherwise. 

4. The puncture needle, with irrigation, is the only 
reliable way to know the condition of the Antrum of 
Highmore. 

In regard to sudden death following the introduc- 
tion of the needle into the Antrum of Highmore, I 
am not so certain as to what causes the death. In 
one instance that I know of, such a death was caused 
by a cerebral hemorrhage. There was an autopsy. 

Another case that I know of occurred as the needle 
was introduced into the Antrum of Highmore. 
Everything was negative at this autopsy finding. 
Probably due to cocainism. My reasons for saying 
so are based on the fact that a pledget of cotton sat- 
urated with a 20 per cent solution of cocain should 
never be left in the nose for any purpose whatsoever. 
The only safe way is to wrap a small piece of cotton 
tightly on an applicator, dipped in a 20 per cent solu- 
tion of cocaine; excess pressed out. Rub this particu- 
lar surface for two or three minutes. Three different 
rubbings or less will suffice. There will not be any 
pain, nor will there be a chance for cocainism. 

This has been my practice for a long time, and I 
never have seen cocainism. By the way, hysteria and 
faintness are often mistaken for cocainism. This is 
largely overcome by operations in the recumbent 
position. 

In reply to Dr. Burton: It is absolutely necessary 
in all cases to correct any malformation such as a 
deviated septum. Because the contact of a deviated 
septum will produce a mucous secretion that will 
leave your patient not entirely well, and if this is con- 
tinued will more than likely upset all your operative 
procedures. The same holds true for hypertrophies. 
In regard to polypi, they may have been produced by 
the drainage from the Antrum of Highmore, and again 
they may be from infection above. They must be 
removed and this region made clean, or again your 
operation will fail, or the patient will continue to have 
pus in his nose and to the patient his operation has 
not been successful because he continues to have pus. 

The modification of this operation consisted in 
leaving the whole of the inferior turbinate in place. I 
have tried the fracture, but I have discontinued it 
because, in the first place, it is not necessary, and 
second, it does not always remain just where you 
would like to have it. 

At the present day it ts indeed bad surgery to re- 
move any healthy tissue from the nose that has any- 
thing to do with the functioning of nasal respiration. 
That was my reason for leaving the whole of the 
inferior turbinate. In addition, it frequently hap- 
pened that there was a watery discharge from the cut 
end of the turbinate that was very difficult of cor- 
rection and sometimes could not be corrected. 

In conclusion, I will say that if you are interested 
in this monograph of mine, read the whole paper more 
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carefully than you did before. Pay particular atten- 
tion to what I have said and the way I have said it, 
for I believe in every statement that I have made. I 
do believe in it in such a way and to such a degree 
that I wish to inspire you with confidence; after prac- 
ticing this for some time, you will be as enthusiastic 
as Iam. 


EPITHELIOMA OF THE LIP TREATED 
WITH RADIUM* 


By DOUGLASS W. MONTGOMERY, M. D., San Francisco, 
and GEORGE D. CULVER, M. D., San Francisco 


It is our belief that a malignant growth of the lip that 
can be successfully treated by any of the known methods 
can be more surely eradicated by the use of radium, either 
alone or in combination with whatever other means may 
be indicated, and the perfection of the cosmetic functional 
result cannot by other methods be equaled. | 

Discussion by L. R. Taussig, San Francisco; James F. 
Percy, Los Angeles; Kendal P. Frost, Los Angeles; Moses 
Scholtz, Los Angeles; George D. Culver, San Francisco. 

We have treated in all sixty-nine cases of cancer 
of the lip with radium, of which sixty-seven were of 
the lower lip and two of the upper. There were 
sixty-six males and three females. One male and 
one female had cancer of the upper lip. The average 
age of all the patients was 51 years. 


It has been possible to gain information, in a 
follow-up of sixty of the patients treated during 1917 
and up to the present time. Forty-eight are still 
alive and apparently cured. It has not been possible 
to trace nine of the patients, several of whom it is 
reasonable to believe are deceased. Six of those 
traced are known to be deceased, and only two died 
from the effects of the cancerous process. One of 
these two was hopeless from the first, and the other, 
a man 84 years old, developed metastases and died. 
Another, a man over 80 years old and extremely 
feeble, already had metastases, but his lip healed per- 
fectly and his death resulted from myocarditis. Still 
another, with a probable involvement of the lym- 
phatics, was freed of his lip lesion and rendered more 
easily operable. This patient disappeared. An in- 
stance of probable failure was the case of one of the 
females, whose lip was not well when she disap- 


- peared. One case, still under observation by letter, 


is doubtful as to a complete cure. Three patients, 
recently treated, are under observation and doing 
well, but the time is too short to say if they are prob- 
ably cured. At most, we can account for only six 
failures. One of these may not be a failure, as we 
have not yet seen the patient. This gives less than 
9 per cent of failures in a group of cases disadvan- 
tageously selected, as many of the patients are sent to 
us as being inoperable, either from the advanced state 
of the growth or because of the physical condition. 


THE ADVANTAGES OF RADIUM TREATMENT 


When we first began the use of radium we feared 
to trust to it entirely, and we employed the curet and 
the high-frequency current pretty liberally, but we 
afterward found that this was usually unnecessary, 
and that it decidedly interfered with the perfection 
of the result. 

In one respect the lip is particularly favorable for 
the employment of radium, as it is a flap organ and 


* Presented to the Section on Dermatology at the Fifty- 
third Annual Session of the California Medical Associa- 
tion, Los Angeles, May, 1924. 
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therefore, with a little care, a crossfire irradiation 
can be given, which permits one to get nearly double 
the deep effect with the same surface exposure. The 
value of this may be appreciated when one reflects 
that burns are the result of such exposure. 

Because of the compact size of the radium appli- 
cators they may be applied accurately to the lesion 
and may be retained in place for a long time. And 
because of the very short wavelets given off they pene- 
trate very deeply into the tissue, and the compact 
form of the radium applicator permits screening out 
caustic corpuscles and the coarser wavelets. 


THE TECHNIQUE 


Unburied, heavily screened radium was used in 
all instances, and though needles were sometimes 
applied they were arranged on a screen as a plaque 
applicator and were never inserted into the lip. We 
have not used emanations. The end results with the 
radium have been so satisfactory that we are influ- 
enced to favor the methods we describe. 

An attempt to so standardize the treatment of lip 
epitheliomata as to invariably repeat with exactness 
the dosage in milligram hours might lead to a failure 
through underexposure that could otherwise be 
avoided where one follows the plan of safe over- 
exposure. We are not certain but that one of our 
possible early failures could be explained in such 
manner, and it is the only instance which gives us 
any regrets. A time limit, however, is a necessary 
point of decision, and with us it has become a definite 
factor, more constant than either the arrangement of 
radium used, whether in plaque, tube or needle, or 
the milligram strength. The necessity of a heavy 
irradiation has been uppermost ; therefore.an attempt 
has been made to use a sufficient amount of radium 
element in each instance. This is especially true 
since almost the entire dependence has been placed 
upon the effects produced by the gamma rays. 

Twenty hours’ time is the usual allotment, and 
whether the amount of radium indicated is twenty- 
five milligrams or one hundred fifty the hours of 
exposure do not vary greatly. The type, extent and 
situation on the lip of the epithelioma govern the 
amount chosen. Screening equivalent to form one 
to two millimeters of lead-and two to four millime- 
ters of rubber has been found most satisfactory, the 
thickness of metal used being greater or less according 
to the less or greater infiltration of the epithelioma 
treated. 

Sometimes in what may appear to be a most hope- 
less case one may succeed with irradiation alone. A 


physician brought us a man of 75 years of age with . 


a most extensive cancer of the lower lip, involving 
much of the cutaneous surface and, what was worse, 
extending well down into the mouth. It was inoper- 
able both on account of the patient’s age and because 
of the extent of the lesion. The result is excellent, 
and after one year without any further intervention 
the lesion seems to be definitely eradicated. 
This case was treated as follows: 


April 13, 1923—Radium plaque of 25.68 milli- 
gram strength with one 25-milligram tube on either 
side, screened with 1.00 millimeter Pb—4.00 millime- 
ters rubber—applied to outside of lip. And plaque 
of 24.23 milligrams of radium screened with 1.00 
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millimeter Pb—4.00 millimeters rubber—applied to 
inside of lip—five hours. 

April 14—Four 25-milligram tubes of radium 
were used on plaque of 1.00 millimeter Pb—0.4 
millimeter aluminum and 4.00 millimeters rubber— 
saddling lip lesion—seven and one-half hours. 

April 16—Two 25-milligram tubes screened with 
1.00 millimeter Pb—O.4 millimeter aluminum—4.00 
millimeters rubber—applied to summit of lip—seven 
and one-half hours. 

April 17—Four 25-milligram tubes were used on 
plaque of 1.00 millimeter Pb—0.4 millimeter alumi- 


Case of man 75 years of age, inoperable epithelioma. 
Eradicated with irradiation with radium. 


num and 2.00 millimeters rubber—saddling lip— 
six hours. 

As will be seen, the time was twenty-six hours, 
with radium plaques and tubes used interchangeably. 
Fifty to one hundred milligrams of radium element 
were applied. The screening in this case was not as 
heavy as in many others, as the extent of necrotic 
tissue, which in itself acts as a screen against the 
penetration of the gamma rays, was more extensive 
than usual. 

It has proved advantageous to have the hours of 
exposure not stretch over more than a week’s time, 
so that the irradiation may be finished before the lip 
becomes tender from the effects of the treatment. 

It has been our practice to vigorously irradiate 
over the immediate lymphatic drainage area during 
the time the lesion itself is being treated. How much 
of a. safeguard this is we do not know. Metastases 
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from lip cancers are not as frequent as is generally 
thought, but when present the outlook is extremely 
grave. 


It may heré be remarked that there is nothing more 
fallacious than to assume that an enlarged indurated 
gland, even though quite immovably fixed, is neces- 
sarily a metastasis. We have had quite a number of 
pleasant surprises where definite classic rules as 
regards the lymphatic glands had to be ignored. 


REMARKS ON THE INDIVIDUAL CASE 


In such a persistent diesase as epithelioma, with 
such varying degrees of malignancy, it is only natural 
that the interval between the application of the 
radium and the resultant cure should in some in- 
stances be characterized by variations from what we 
have come to consider the usual even course. One 
of our patients, a man of 54 years of age with a 
cancer in the median line of the vermilion border of 
the lower lip, and in whom healing took place leav- 
ing a depressed scar, in five months had a recurrence 
in the scar, which was subjected to another irradia- 
tion. After another three months an infiltrated area 
could be made out at the left extremity of the scar, 
which was subjected to another irradiation and which 
refused to resolve. This was curetted and found 
to be soft, friable and well walled off. The base 
was cauterized with acid nitrate of mercury and 
irradiated. 


The growth of epithelial cells in this case im- 
pressed us as being slow and but slightly malignant, 
and probably this was the very reason that they were 
so insusceptible to irradiation, as we know that the 
softer, markedly embryonic cells are the ones that 
are susceptible. On the other hand, there is also a 
type of cell which is so swiftly growing and embry- 


onic as to be too swift for radium or any other means 
to head off. 


One of our possible failures was in a woman 75 
years of age who had an epithelioma of the edge of 
the lower lip near the left corner of the mouth. It 
extended more internally than externally, which was 
a bad feature. After an irradiation it healed, but 
in two months a movable tumor could be felt in the 
substance of the lower lip directly below the site of 
the previous epithelioma. We advised its surgical 
removal, and we have not heard of the patient since. 

This was the case previously mentioned as having 
been incomplete in its irradiation because of possible 
underexposure. More thorough crossfire irradiation 
with a larger quantity of radium might have attained 
success. 

Much has been said about cuboidal celled and 
fusiform celled epitheliomas, especially in regard to 
treatment, and there is no doubt that the cuboidal 
celled epitheliomas yield to the influence of the rays 
of radiant energy much more readily than those of 
the fusiform type. Furthermore, one can often say 
clinically that a given epithelioma is definitely of the 
cuboidal type. One cannot be quite so sure of the 
fusiform variety. Now, however, we know that 
there are mixed forms in which both types of cells 
occur, so that the distinction has lost much of its 
value. In this regard we had a most interesting case 


of a band-like epithelioma four centimeters in length, 
which extended across the front of the red of the 
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lower lip as a growth of cuboidal or rodent ulcer 
type, and curved inwards at the left corner of the 
mouth, where it ended as an acanthotic fusiform 
celled growth. This was one of our early cases, and 
besides treating the affection with radium we ful- 
gurated the acanthotic area. With our present 
experience and technique we would now trust entirely 
to the radium and would expect to get a much more 
perfect lip than it is possible to get with any cauter- 
ant or surgical measure. 


The more one uses radium in the treatment of lip 
epithelioma the more likely one is inclined to attempt 
the difficult, especially with a clear realization that 
careful irradiation need not jeopardize the patient’s 
ultimate chance of recovery, even if surgery is later 
indicated. 


An instance somewhat baffling was that of an 
elderly man who had a recurrence or a continuance 
of the cancer growth following a quack’s treatment 
with a caustic paste. The lesion consisted of what 
clinically seemed to be partly cicatrix and partly 
epitheliomatous infiltration, involving the left corner 
of the mouth, both upper and lower lips and an area 
of the adjacent cheek tissue as large as a double 
unshelled almond. This tumor mass yielded to 
crossfire surface irradiation, leaving only soft scar 
tissue. Surgical interference has been unnecessary. 


It is difficult to determine a definite percentage of 
cures, but at the most conservative estimate it exceeds 
seventy-five, and this estimate is made without bar- 
ring the hopeless and very elderly patients treated. 
It can readily be seen that the number of known fail- 
ures is small—less than 10 per cent. 


It is our belief that a malignant growth of the lip 
that can be successfully treated by any of the known 
methods can be more surely eradicated by the use of 
radium, either alone or in combination with whatever 
other means may be indicated, and the perfection of 
the cosmetic functional result cannot by other 
methods be equaled. 


323 Geary Street. 


DISCUSSION 


L. R. Taussig, M. D. (380 Post Street, San Fran- 
cisco)—At the University of California clinic we have 
felt for some time that radium treatment of carcinoma 
of the lip was justifiable and at least equal to surgery 
in the average case. The disadvantages of radium are 
the time it takes and-the lack of microscopic verifica- 
tion of the diagnosis. The first disadvantage is not 
often insurmountable. The second is more embar- 
rassing, particularly in the case of a very early lesion. 
The disadvantage of surgery is the removal of a very 
considerable portion of normal tissue with frequently 
considerable scar formation. Some of my surgical 
friends point out the fact that they see now and then 
cases treated by radium unsuccessfully. That is cer- 
tainly a poor argument, as we who use radium are at 
times confronted with failures of the surgeon. Our 
technique differs somewhat from Dr. Culver’s, prin- 
cipally in the fact that we use less screening and less 
time, making use of the more penetrating beta rays. 
For very small lesions we frequently do not exceed 
80 milligram hours with a full strength plaque 
screened with 0.3 millimeters of brass. For rather 
large, deep lesions we occasionally use buried un- 
screened emanation. This is an effective but severe 
form of radiation, producing considerable deformity 
and healing very slowly indeed. We feel that the 
cervical region should be rayed with x-ray in all cases 
of infiltrating carcinoma of the lip and that cervical 
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glands should be surgically treated when and if they 
become apparently involved. 


James F. Percy, M. D. (1030 South Alvarado Street, 
Los Angeles)—I was greatly interested in the state- 
ment of the essayist to the effect that cancer of the 
lip can be more certainly eradicated by radium than 
by any other known method. Unfortunately none of 
us are sure that they are correct when they say this. 
At least, the time has not yet arrived when it can be 
said without fear of successful contradiction. 


For some years I have been treating cancer of the 
lower lip that has not reached the deforming stage by 
rather wide excision of the mass with my cautery 
knife. This is done without an anesthetic either local 
or general. In the extensive cases I infiltrate heat in 
addition to the excision and a general anesthetic is 
employed. If the average case of lip cancer is re- 
moved with the cautery and no sutures employed, the 
lip will reform to practically its normal status within 
three months. So that the cosmetic and functional 
results are much better than can ever be hoped for 
even from radium. In addition, I have the advantage 
of submitting the removed tissue to the pathologist. 
The cautery also eliminates the danger of both dis- 
semination and stimulation of the malignant cells 
during their removal. There is always a real possi- 
bility that the pathologist will show that the mass was 
syphilis, tuberculosis or some other growth due to a 
blastomyces and not to cancer. I have seen a number 
of instances of this character where the initial treat- 
ment had been radium and the x-ray. We will never 
know where we really are in the treatment of cancer 
by radio-active agents until all the work can be 
checked by the laboratory. 


As a rule, after the use of these agents surgery 
can do nothing. The remaining tissues are so devital- 
ized that they are not regenerated well, and if surgery 
is necessary little can be done in the way of plastic 
because the repair cells are too thoroughly crippled. 

Inoperability was also referred to. It is rarely 
stated as it should be that this always refers to opera- 
tion with the cold steel knife. I see and operate 
cases about the head with the hot knife that are so 
extensive and hopeless that neither radium nor the 
x-ray had anything to offer them. Indeed, many had 
already received the limit from these agents. An 
appreciable percentage of these apparently terminal 
patients also make a smooth and comfortable recovery 
and remain free from recurrence or rhetastasis for a 
surprisingly long time. They were dying not from 
cancer, but from chronic sepsis. 

The authors have called attention to an important 
fact that metastasis from lip cancer is not frequent. 
Crile puts it at less than 2 per cent. Not a few have 
whipped out the malignancy in their ulcer or tumor, 
but the sepsis was destroying them. When sections 
are made from the growth of this character no cancer 
cells will be found, and sometimes not even mitotic 
figures. Cautery knife excision will give beneficial 
results in some of these cases unbelievably excellent 
and undreamed-of heretofore. More than this, as 
soon as a small accessible recurrence is noted the hot 
iron can be reapplied usually without an anesthetic for 
the reason that the nerve supply has not become re- 
established in an efficient way. This cannot be done 
with any especial expectation of benefit with either 
radium or the x-ray. The heat treatment always 
benefits, only an unavoidable accident can make them 
worse. 

Prophylactic irradiation of the immediate drainage 
area was referred to, and the statement made that it 
was yet unknown whether this was a safeguard or 
not. Personally, I also do not know. In the last two 
years easily 95 per cent of cases of cancer about the 
head had a full course of radium and x-ray when they 
were referred with the hope that the cautery offered 
something in the way of relief from what the radiolo- 
gist seemed to believe was merely a failure of the 
tissues to heal incident to the employment of the 
radium. Indeed, I have been assured by those who 
had previously treated these patients that I would 
find no carcinoma following the use of the radium and 
x-ray; that all that was needed was the application of 
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the cautery in order to stimulate healing of the radium 
devitalized structures. In every one of these cases 
the pathologist reported, in the tissues that I removed 
with the cautery knife, an undiminished number of 
active cancer cells. Not infrequently there was also 
a pathological fracture of the jaw. 

There may be certain types of higher grade malig- 
nant cells that resist radio-active agents. If so, we 
have got to standardize our cases with the aid of the 
pathologist as a preliminary to the treatment of 
malignancies about the head with these agents. All 
types of cells, however, aré equally vulnerable to, and 
destroyed by, the heat of the cautery. 


Kendal P. Frost, M. D. (Pacific Mutual Building, 
Los Angeles)—Epithelioma of the lip is more or less 
of a bugbear to all of us. I think there is a tendency 
for us to emphasize failures in methods which we are 
not ourselves employing. There has consequently 
been more particular rivalry in this regard between 
those advocating surgery and those advocating radio- 
therapy. In my opinion the results from radio- 
therapy are difficult to improve upon with other means. 

I have had some experience with both x-ray and 
radium in treatment of these lesions and believe that 
the average case which is suitable for radium can be 
successfully handled with x-ray. It has considerable 
advantage over radium in the element of time. 

Remarks on treatment of cancer of the lip are 
always timely, and I am sure that we all appreciate 
the author’s careful observation and conservative point 
of view. 

Moses Scholtz, M. D. (Brockman Building, Los 
Angeles)—The advocacy of radium treatment in can- 
cer of the lip as the method of choice can be accepted 
with certain reservations. Radium is unquestionably 
one of the very best therapeutic agencies at our dis- 
posal for the control of skin cancer. However, the 
claims that its results are superior to any other method 
can be accepted only in reference to certain selective 
types of lip cancer, but not as a general statement. 
Many cases of lip cancer can be treated successfully 
with surgery, various forms of electro-cautery and 
x-ray. X-ray particularly can duplicate cosmetic and 
clinical results claimed by radium. Where time is a 
factor of importance, x-ray, of course, has advantage 
over radium. On the other hand, in certain localiza- 
tion, such as near the eyes, radium is not only prefer- 
able, but may be obligatory. ; 

As to the alleged greater safety of radium over 
x-ray, I believe it is generally accepted at present that 
the actinic value and efficiency of both these agents 
are essentially the same and the effects differ only 
with the quality and quantity of the respective rays 
used. From this point of view, the safety margin of 
x-ray and radium does not show any appreciable dif- 
ference. Radium is equal to x-ray in its clinical con- 
trol of skin cancer, but it can hardly claim any 
superiority over x-ray save in selective individual 
cases, for special technical advantages of application. 


Doctor Culver (closing)— The discussions are 
varied and excellent. One is helped greatly by an- 
other’s point of view, even if he remains as enthusi- 
astic about his own. 

I am compelled to argue the point raised by Dr. 
Percy, that the “cosmetic and functional results fol- 
lowing the use of the cautery are much better than 
can ever be hoped for, even from radium,” for to as 
much as equal those obtained through radium, by any 
other method, would necessitate results as near to 
perfection, following the destruction of tissue, as the 
human mind can imagine. It is this nearness to per- 
fection that stirs the enthusiasm of the worker with 
radium to such a high pitch. 

I do not condemn the use of the cautery, nor other 
surgical intervention. In fact, I believe that a close 
co-operation with the surgeon in the use of radiant 
energy is quite to be desired. One, however, should 
not be so enamored with his own particular procedure 
that he will fail to grasp something better. 

We have become thoroughly convinced that our 
best results have been obtained through the use of the 
gamma rays of radium, and this of course necessitates 
long applications of heavily screened radium salts. 
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EDITORIALS 


NATIONALIZING CHILD-BEARING 

It is a well-known fact that the percentage ot 
physicians who will practice obstetrics is decreasing. 
The decrease has been noted more particularly re- 
cently when many physicians, including some in gen- 
eral practice, have announced their retirement from 
this type of practice. Why? We started out to find 
the answer by personal conversations and communi- 
cations. There are several reasons, the most im- 
portant being: It is a particularly difficult and nor- 
mally hazardous specialty of medical practice. The 
difficulties, and even the dangers, have lately been 
increased by meddlesome interferences of several 
varieties. 

Mail Order Service — There are several maga- 
zines with large circulations whose “doctors” sit in 
their offices and tell prospective mothers by mail 
what to do and what not to do. They do not and, 
of course, cannot know that some of these women 
have deformed pelves, latent tuberculosis, infection 
either of the blood or the birth canal, crippled kid- 
neys, or any of the other and many physical and 
mental conditions that are destined to influence ma- 
terially the outcome. They, therefore, give their 
stereotyped advice to all alike. It often is harmless 
enough, consisting as it does chiefly of quoting the 
ten commandments of health. But it is often par- 
ticularly and peculiarly dangerous because many 
mothers accept it as all the advice and assistance 
they need. Too many of them charge their personal 
physician with incompetence because he does not 
agree with the celebrated specialist who heads the 
medical department of the latest fashion magazine. 
Similar services of national character are conducted 
by several other “clubs,” “health services” and other 
organizations. 

Some of them start early. Through press-clipping 
services, they get daily reports of marriages from 
all over the country, and the poor bride hardly gets 
home from her honeymoon until she begins to be 
bombarded with “medical advice.” The salesman- 
ship expressed in “confidential letters’—made in 
hundreds of thousands by modern duplicating ma- 
chines—are flatteringly and appealingly done. This 
form of medical practice is cheap. Sometimes it is 
only necessary to subscribe to the particular publi- 
cation, but more often there is a small fee to join 
some sort of a mothercraft club. 

The Federal Government, through its Sheppard- 
‘Towner service, belongs in the same class as the 
other national better mothers’ services. They are 
better financed—out of your taxes—so that they 
not only bombard the world with their canned 
health stuff, but they Have full-salaried and travel- 
ing-expenses paid agents who travel like drummers 
for dry-goods houses. They not only sell directly, 
but they distribute through a score of intermediary 
government and other distributors. 

Some state, and even county and municipal gov- 
ernments and lay organizations, are going more and 
more thoroughly into this game of practicing mid- 
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wifery by mail. They not only are distributing cen- 
ters for the national “specialists,” but they “roll 
their own,” as it were. 

We have a collection of this canned stuff that is 
worth the serious comment we propose to give it in 
due time. Just recently our assistance was asked to 
secure a law in California to require more prompt 
reporting of marriages, births, and deaths to gov- 
ernment bureaus. These people were such amateurs 
at the game of practicing medicine by mail that they 
did not know that one profitable phase of press- 
clipping services was in collecting this data from all 
newspapers and delivering it daily. 


Personal Services—These follow closely the lines 
of the practice of medicine by mail. The leader in 
the movement is the Sheppard-Towner people. 
They are active with agents widely scattered over 
the country collecting salesmanship material for 
publication and organizing, organizing, organizing. 
They are good at it, too. So good that very soon it 
will be impossible for a girl to marry without being 
placed upon scores of mailing lists and personal gov- 
ernment call-lists for free advice and free assistance 
that will serve her in preventing, limiting or pro- 
ducing a family, and advising her which status it is 
her duty to assume. 


Midwives—A considerable element of the influ- 
ences we are discussing in this and other countries 
are promoting a movement for “more and better 
midwives.” One country where medicine is already 
largely nationalized and where some 65 per cent 
of mothers go through this most dangerous and try- 
ing period assisted by midwives, recently issued a 
brochure, pointing with pride to the fact that they 
had increased the “education” required of these spe- 
cialists from nine months to a year above grammar 
school !! 

Some 10 per cent of the mothers of California 
are given this.class of service plus the various ser- 
vices mentioned above. A doctor must study, and 
study hard, for eight years above high school before 
he is allowed to practice this difficult specialty of 
medicine. Even then he recognizes his limitations. 
Why should he accept the added worry and respon- 
sibility of counteracting the organized and well- 
financed interference of the agencies of a paternal- 
istic government operating without cost to the pa- 
tient through salaried and often incompetent agents 
who are in the main indifferent to or opposed to 
him, his work and his policies. 


Legislative Methods—Laws follow movements. 
The tendency in maternity work is to more and 
more restrict and embarrass the physician in his per- 
sonal service to his personal patient and to open 
wider and ever wider the opportunities to govern- 
ment supervision and control. Laws already exist 
in some counties in addition to Soviet Russia that, 
to all intents and purposes, nationalize motherhood. 
Step after step in this direction is being taken in 
England. Recently, a report of the Ministry of 
Health of the Empire and another report by the 
Scottish health authorities recommended advanced 
steps in this direction, 

In commenting upon these reports editorially, the 
British Medical Journal cautions that “official in- 
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quiries might easily arouse the antagonism of prac- 
titioners, and might tend to become formal and use- 
less; they might, indeed, easily be made to do more 
harm than good, for if resentment is once aroused 
the team work essential to the lowering of the risks 
of child-bearing will become impossible. . . . It 
may strike many who already find the burden of a 
big midwifery practice too heavy to bear that the 
result of such proposals would be to dispose them to 
cast it aside altogether.” 


Laws of similar import and purpose are fre- 
quently before our national and state legislatures. 
Every so often one of them becames a law. There 
are more of them coming, as anyone can see, and 
they all tend in the one direction. There are other 
explanations why so many physicians refuse to prac- 
tice the difficult specialty of obstetrics, but the chief 
ones are indicated. 


There always will be a majority of people who 
want the services of physicians of their choice to 
attend them when they need health advice and as- 
sistance, and there always will be enough qualified 
physicians to render that service upon the same per- 
sonal basis and in the same confidential, sympathetic 
manner that has ever characterized the service of 
the true physician. In the meantime, no matter who 
you are, there is no protection against the officious 
and annoying free services of a paternalistic govern- 
ment nor the hordes who have something to sell. 

On the day a girl’s marriage is published, she be- 
comes a “mail prospect.” From the day the birth 
of her child is published or reported as required by 
law, she not only becomes the “mail prospect” of 
scores of “mail-order” doctors “interested” in her 
and her child, but is also on both the “mail pros- 
pect” and the “agent call-list” of beneficent pater- 
nalistic government bureaus, national and state. 





CALIFORNIA MEDICAL ASSOCIATION CON- 
DEMNED BY THE HEALTH OFFICERS’ 
SECTION, LEAGUE OF CALIFORNIA 
MUNICIPALITIES 


The Health Officers’ Section of the League of 
California Municipalities, at its meeting October 6 
to 9 at Asilomar, with a few public health “officers” 
and several other people present, condemned the 
California Medical Association in the following 
resolution: 


“Be It Resolved, That the Health Officers’ Section 
of the League of California Municipalities views with 
regret the apparent policy of the California Medical 
Association, through its official journal, to approve 
rational and advanced measures for the prevention of 
disease and the protection of the communities of this 
state against epidemics instituted by state and local 
health departments. We feel that the selfish, intoler- 
ant, and antagonistic attitude reflected in a recent edi- 
torial, entitled ‘Short-Sighted Public Health Policies,’ 
does not represent the opinion of the medical profes- 
sion as a whole, whom we believe to be actuated by 
the highest scientific and humanitarian principles. We 
protest against this misrepresentation of the profes- 
sion of medicine by the present editorial management 
of the Journal.” 


The editorial referred to in the resolution was 
published in the September number of CALIFORNIA 
AND WESTERN MEDICINE, page 461. That edi- 





CALIFORNIA AND WESTERN MEDICINE 





633 


torial is worth reading again in connection with the 
rebuke administered by this League. 

The editorial was based upon a resolution passed 
unanimously by the Monterey County Medical So- 
ciety, the same county in which the League of Cali- 
fornia Municipalities held its meeting. Additional 
evidence was obtained from letters and personal in- 
terviews with doctors who were licensed to practice 
in that county. The essence of the complaint was, 
that an unlicensed public health officer was prac- 
ticing personal medicine among the citizens of the 
county. 

There was, of course, nothing in the editorial 
which in any way tended to discourage “rational and 
advanced measures for the prevention of disease,’ 
nor anything that reflected in any way upon the 
legitimate practice of public health by licensed doc- 
tors of medicine, making that particular field of 
medicine their specialty. 

The editorial had the official endorsement of the 
California Medical Association before it was pub- 
lished. 

If there are any physicians in the state who here- 
tofore were disinclined to believe that the political 
element of public health medicine, as distinguished 
from personal health medicine, was deliberate and 
intentional in its attempts to control the practice of 
medicine, both preventive and curative, this resolu- 
tion ought to open their eyes sufficiently. 

As stated in the original editorial, many of the 
educated, licensed physicians of the state, including 
members of the California Medical Association are 
engaged in the practice of the highly commendable 
specialty of public health medicine. Some of these 
are paid salaries for devoting all of their time to this 
variety of practice, and many others are making per- 
sonal sacrifices by giving part of their time to public 
health medicine for a pittance. 

Most of these physicians, being members of the 
California Medical Association, are obviously in- 
cluded among those condemned in the resolution 
criticizing the official action of the California Medi- 
cal Association, as expressed in an approved edi- 
torial. Public health doctors of this class were 
among the first to call our attention to the proce- 
dures aimed at in the original editorial, and have 
continued to supply us with information. It was 
partly in their defense that the editorial was writ- 
ten, but primarily it was designed to protect the 
public against the practice of personal medicine by 
unlicensed public health “officers.” 


It would be interesting—and we may do so later 
—to publish all of the story that led up to the action 
of the Monterey County Medical Society and the 
publication of the editorial, together with the story 
of the health “officers” league, who promoted it and 
voted for it and why. 


We shall require additional evidence before ac- 
cepting the implication in the resolution that the 
State Board of Health, made up as it is of members 
of the California Medical Association, were a party 
to the resolution. 
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YEA VERILY, THEY ARE TAUGHT 


As “the proof of the pudding is in the eating” so 
may the truth of health education be found in the 
uncensored questions from those taught. In one 
school where “social hygiene” seems to be quite 
thoroughly and sympathetically taught, the teacher, 
in discussing her problem in sex education, gives a 
list of twenty-six questions as samples of those asked 
her by the school children. They are: 


1. What is afterbirth? 
2. How should a woman care for herself during 
pregnancy? 
Symptoms of pregnancy. 
Cause of birthmarks. 
Cause of irregular menstruation. 
Can sex be known before birth? 
Is there any way to tell whether a man is dis- 
eased ? 
Why doesn’t pregnancy follow every sex inter- 
course ? 
Can syphilis be cured? 
How should a bed be prepared for childbirth? 
Should a person choosing a husband count on 
what kind of a man he was; if he is healthy or 
diseased ? 
12. If a small child should ask where children come 
from, what should you tell so as not to lie? 
13. If you have had sexual intercourse before mar- 
riage, but have made up your mind to live a 
clean life, and a good man wants to marry 
you, can your past be kept secret from him? 
Will he know whether you are virtuous or 
not? Ought he be told? 
14. If one or both ovaries have been removed, ought 
a man be told before marriage? 
15. Is intercourse before marriage a sin? 
16. Is intercourse during pregnancy wrong? 
17. If mother or father has venereal disease, does a 
child always get it? 
18. Is it a crime to prevent birth of a child (abor- 
tion). 
19. Is it wrong to prevent conception? Will it 
hurt your health or happiness? 
20. Why are men more passionate than women? 
21. What is the cause of sterility? 
22. Why do people crave sexual intercourse ? 
23. What is meant by a man having spiritual in- 
hibitions ? 
24. Is it right for'a girl to have a man arrested for 
her pregnancy, if there has been no breach of 
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promise? 

25. Why is sex so exciting to some people, and not 
to others? 

26. How often should a person have sexual inter- 
course? 


In the same number of the same magazine (Jour- 
nal of Social Hygiene) .is published a resolution by 
an important body which sponsors teachings which 
produce results such as pictured in the questions 
given above: 

“In view of the vital importance of sex hygiene to 
the nation and since, owing to the lack of sound 
teaching, children and adolescents are at present ac- 
quiring a vitiated knowledge of this important sub- 
ject, it is, in our opinion, urgently necessary that the 
state, through the ministry of education, should take 
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steps to insure that every boy and girl in school 
should acquire biological and physiological instruc- 
tion in sex and sex relations. They should also have 
ethical guidance as to the.'duties, privileges, and re- 
sponsibilities of parenthood and the right way of 
living the sex life, together with some warning con- 
cerning the physical, mental, moral, and racial dan- 
gers which attend any lowering of the standards of 
sex morality.” 


PHYSICIANS’ EXCHANGE SERVICE 

Personal and public health medical literature seems 
to indicate a rather widespread movement of physi- 
cians’ exchange service. ““When a physician is needed 
in an emergency and cannot be located, the circum- 
stance works to the disadvantage of both the practi- 
tioner and his patient,” says one publication. 

The physicians of Rochester, New York, are 
among the latest to establish one general exchange 
which is operated by the doctors themselves through 
a common switchboard. All any patient or other per- 
son wishing a physician has to do is to call Glenwood 
1400 and then ask for his physician, and the operator 
will locate him promptly, or if a doctor is to be absent 
for several hours, he leaves instructions with the 
exchange as to who is to be called in his place. 

One of the best of the physicians’ exchange serv- 
ices has been operated by the Los Angeles County 
Medical Association for several years. This, so far 
as we know, was one of the first to be established. 
It was conceived and put into operation by Doctor 
George Kress, when he was secretary of the associa- 
tion, and it has been carried forward by Doctor Har- 
lan Shoemaker, the present executive of the asso- 
ciation. 

After studying the benefits to be derived from one 
great central, it is remarkable that this movement 
has not become more widespread and popular long 
before this. It is a very great convenience to all 
physicians, and an even greater convenience to the 
general public. If large groups of doctors and mem- 
bers of county medical societies would get together 
and establish such service, the individual expense 
would be small and prompt service would be assured. 
Every county medical society that has more than fifty 
members in any one place should have one of these 
centrals. 


THE ALLEGED SELECTIVITY OF 
SALICYLATE FOR INFLAMED 
AND RHEUMATIC JOINTS 

Among various theories of the striking action of 
salicylate in rheumatic fever is the alleged predilec- 
tion of this drug for the inflamed and infected joints. 
That is, it is claimed by some that actually more 
salicyl appears in the diseased joints of this condi- 
tion than would occur in normal joints. Just how 
the rheumatic joints would benefit by the presence 
of more salicylate is not clear, because the salicyl 
occurs in the body as sodium salicylate which is not 
antiseptic, and even if it existed in the form of sal- 
icylic acid, the concentration necessary for antiseptic 
action would have to be higher than that compatible 
with safety. Besides antisepsis, other factors might 
be responsible for the benefits, providing it were true 
that salicyl is selectively taken up by the joints of 
arthritis. The considerable exploitation of this the- 
ory for the action of salicylates in rheumatic fever, 
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and also for the basis of a law in pharmacology, has 
not met with approval in certain quarters. 


It is, of course, the concentration of salicyl in the 
joints as compared with that of the circulating 
blood that matters, and not the relative amounts in 
normal and diseased joints. Since the effusions of 
diseased joints, infected or inflamed or both, are de- 
rived from the blood, they would be expected to 
contain a greater absolute quantity of the drug than 
normal joints with their minimal amount of fluid. 
Except for the oversight of this important considera- 
tion, Bondi and Jacoby several years ago published 
experimental results on the distribution of salicyl 
in the joints of normal and infected rabbits, and 
thought they demonstrated the predilection of this 
drug for diseased joints. In fact, Bondi and Jacoby 
believed they discovered an important pharmacologi- 
cal law, namely, that pathological conditions inher- 
ently and characteristically modify the distribution 
and action of drugs. However, the character of the 
data of these authors scarcely warranted their con- 
clusions, because they were based largely upon quali- 
tative tests, which they employed, instead of quanti- 
tative estimations which are indispensable to the 
solution of such a problem. Although much has 
been made of these experiments of Bondi and Jacoby 
by text-book writers and investigators in various 
lines, it is apparent that they are wholly uncritical 
and unsatisfactory. The idea which they advanced 
was, nevertheless, an attractive one and stimulated 
investigations with drugs in various pathological 
conditions, though most of the results could have 
been predicted from a knowledge of the changed 
conditions. Recently, the distribution of salicyl in 
diseased joints has been investigated again by Frdéh- 
lich and Singer of Vienna. 


The experiments of Frohlich and Singer differ 
from the older ones of Bondi and Jacoby. In fact, 
they are an improvement. The Viennese investiga- 
tors produced inflamed joints by the direct applica- 
tion of mustard and croton oils. The joints of one 
side were used for the experimental arthritis, while 
those of the other side served as controls. Then the 
animals were given large doses of salicylate, and the 
drug was estimated quantitatively in both sets of 
joints. The results showed no important differences 
between the inflamed and purulent, and the normal 
joints. There was frequently less salicyl in the in- 
flamed than in the normal joints of the same animal, 
indicating that the swollen and inflamed membranes 
of the synovia acted as barriers to diffusion of the 
salicylate, if anything. No mention is made of the 
salicyl content of the blood by these authors. 


As far as rheumatic fever is concerned, the dis- 
tribution of salicyl in blood and the fluid of the in- 
flamed joints in the same patient had been studied 
by Scott, Thoburn, and Hanzlik, several years ago. 
The concentration was found to be the same in both, 
namely, about 0.02 per cent, and sometimes less in 
the joint effusion than in the blood. Hence, the re- 
cent results of Frohlich and Singer on rabbits agree 
with the older ones of Scott, Thoburn, and Hanzlik 
on patients. They show conclusively that there is 
no predilection of salicylate for the inflamed joints 
of experimental animals and those of rheumatic 
fever in patients, and furnish no evidence of a phar- 
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macological law indicating characteristic differences 
in drug behavior owing to pathological changes. As 
far as the mechanism of the beneficial action of 
salicylate in rheumatic fever is concerned, that is 
another matter and probably independent of any 


alleged specificity or selectivity of the drug. 


Bondi and Jacoby: 
1906, 7:514. 
ou” and Singer: Arch. exp. Path. Pharm., 1923, 
99:185. 

Scott. Thoburn and Hanzlik: J 
1917, 9:217. 


Beitriige z. chem. Physiol. u. Pathol., 


. Pharm. Exp. Therap., 


SHALL THE RICH PAY MORE? 


The question of whether the amount of a physi- 
cian’s fee should vary with the patient’s financial 
condition never has been settled to the satisfaction of 
all. Physicians usually calculate their charges in ac- 
cordance with one or more of the following methods: 
(a) A fixed fee schedule of charges for all alike; 
(b) an optimum fee schedule on which all charges 
are made and from which discounts are made to 
meet varying financial conditions of patients; (c) a 
fee schedule based upon what the physician con- 
siders his time worth. Patients who can’t afford 
the schedule are not given discounts, but are treated 
free and the rich are charged extra. 


All people have an interest in this problem from 
the standpoint of economic justice. Physicians have 
the additional responsibility of expressing its fairest 
solution in the ethics governing their conduct. 
Friendly arbitration or the law must furnish the 
final decision where controversy prevents more ami- 
cable adjustments. The vast majority of physicians 
calculate the value of their services from a more or 
less elastic personal fee schedule which changes from 
time to time, depending upon the usual conditions 
governing life. Nearly all physicians also discount 
their fees from 10 per cent to 100 per cent for a 
considerable percentage of their patients. 

An inquiry upon this point submitted to a series 
of successful physicians recently brought the infor- 
mation that they collected what they considered 
their services worth from only about one-third of 
their patients; another third paid part fees, and 
about one-third of their services were rendered with- 
out compensation of any kind. The California 
Medical Association has taken an advanced stand 
upon the question of fees by passing a resolution 
endorsing the plan of charging fees in accordance 
with the patient’s ability to pay, from nothing up to 
what each physician recognizes as his personal fee 
schedule. If this practice were more generally em- 
ployed and more generally understood by the public, 
every physician’s office would become a “medical 
center,” or a “health center,” or a “clinic” of the 
very best kind. Of course, there are a few physicians 
who have reached that far from enviable position in 
public opinion whereby they can—and a few of them 
no doubt do—conduct the practice of their profes- 
sion upon a cash register basis. However, there are 
plenty of the other kind—and good ones, too. Com- 
paratively few physicians actually charge wealthy 
patients extra high fees. However, some do, and the 
subject is often discussed both by physicians and the 
public in general. 


An editorial in a recent number of The Lawyers’ 
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Magazine reviews the question of “Making the 
Rich Pay More” in an authoritative and interesting 
manner. The editorial states: 


“An English judge is reported, not long since, to 
have upheld the right of a physician to charge a 
wealthy patient more than he would ask a poor man 
for similar services. 


“There seems to be a conflict in the authorities, in 


this country, as to whether it is proper to prove the 
value of the estate of a person for whom medical ser- 


vices were rendered, or the financial condition of the, 


person receiving such services, in estimating their 
value, in the absence of an express contract. Some 
decisions favor the admission of such evidence. 
Haley’s Succession, 50 La. Ann. 840, 24 So. 285; Czar- 
nowski v. Zeyer, 35 La. Ann. 796; Schoenberg v. 
Rose, 145 N. Y. Supp. 831. In other jurisdictions, 
however, such evidence may not be considered. Rob- 
inson v. Campbell, 47 Iowa, 625; Swift v. Kelly, Tex. 
Civ. App., 133 S. W. 901. 

“In determining the value of professional services 
rendered, testimony as to the value of .a deceased 
patient’s estate has been held inadmissible in the ab- 
sence of a recognized usage obtaining to graduate 
professional charges with reference to the financial 
condition of the person for whom such services are 
rendered, which had been so long established and so 
universally acted upon as to have ripened into a cus- 
tom. Morrisett v. Wood, 123 Ala. 384, 82 Am. St. 
Rep. 127, 26 So. 307. 

“On the question of the value of services rendered 
by a physician, it is stated by the court in Lange v. 
Kearney, 21 N. Y. S. R. 262, 4 N. Y. Supp. 14, 
affirmed in 127 N. Y. 676, 28 N. E. 255: -‘There is 
also evidence tending to establish a custom or rule of 
guidance as to charges of physicians for services ren- 
dered, and which makes the amount dependent upon 
the means of the patient, his financial ability, or con- 
dition; but this is a benevolent practice which does 
not affect the abstract question of value, or impose 
any legal obligation to adopt it, and cannot be said 
to be universal on the evidence. Indeed, there does 
not seem to exist any standard by which, in the ap- 
plication of the rule, the amount to be paid can be 
ascertained.’ 

“Whatever may be the true principle governing 
this matter in contracts, the court, in one case at least, 
is of the opinion that the financial condition of a 
patient cannot be considered, where there is no con- 
tract, and recovery is sustained on a legal fiction. 
Cotnam v. Wisdom, 83 Ark. 601, 119 Am. St. Rep. 


157, 104 S. W. 164, 13 Ann. Cas. 25, 12 L. R. A. 
(N. S.) 1090.” 


The problem of physicians’ fees is now much in 
the public eye everywhere as a result of the recent 
controversy between the Ford hospital authorities, 
on the one hand, and those of the Medical Society 
of Detroit Academy of Medicine, on the other hand. 
The Ford hospital appears to be conducted upon 
somewhat the same basis that a factory is conducted. 
Costs of service are accurately figured and charges 
are made to all alike upon that basis, regardless of 
the patient’s ability to pay. This, insofar as his pri- 
vate hospital charges are concerned, while much 
criticized upon ethical grounds, is nevertheless con- 
ceded to be Ford’s business. 

The trouble seems to be that, in order to reach 
machine perfection, a definite price was fixed for 
each medical and surgical service, and there was to 
be no more flexibility in that charge than in the 
charge for the rent of a room or the price of an 
automobile. Doctors not on the salaried hospital 
payroll objected—and properly so—to the principle 
involved. Nevertheless, if we understand the situa- 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XXII, No. 12 





tion, Ford is doing precisely what insurance com- 
panies (life and accident) ; governments (national, 
state, and local) ; hospital- associations; life exten- 
sion institutes; fraternal organizations, with sick 
benefits; clinics of the pay species, and many, many 
others in the medical field are doing. 

The controversy is as old as man, and it is no 
nearer a solution now than it was a generation ago. 
The fundamentals are clear, but are usually over- 
looked. It is primarily a question as to whether 
the promotion of health and the prevention and 
treatment of disease is to be carried on as a pri- 
vate arrangement between agent and consumer or 
whether it is to become a great organized public 
utility where everyone is served like they are by a 
transportation system, for example: Buy your ticket 
or secure a free pass and ride on the train that is 
available and accept the conductor you happen to 
draw. 

It is interesting in this connection to inform our 
members that there is a movement on foot to try to 
have the next California legislature declare health 
and medical service to be a public utility and thus 
place its supervision under control of the state. 
W hat are you going to do about it? 





DO YOU WISH TO DISCUSS PAPERS 
PUBLISHED IN CALIFORNIA AND 
WESTERN MEDICINE? 


Some two years ago a new method of discussing 
papers published in CALIFORNIA AND WESTERN 
MEDICINE was instituted. Instead of publishing 
the offhand extemporaneous remarks made at the 
medical meeting at the time the paper was pre- 
sented, the finished copy of the manuscript has been 
and is being sent to discussants, who consider care- 
fully and write what they have to say. 

This practice quickly became so popular that, in 
order to give all members who wished it a chance 
to discuss papers, a reply postcard was sent to our 
mailing list in California, Utah and Nevada. This 
card simply asked the member if he wished his name 
added to the list of discussants of papers, and if so, 
he was asked to check from some sixteen headings 
the subject or subjects he would like to discuss. 

Some 4500 cards were sent out; many of them re- 
turned the reply part of the card unsigned. A few 
indicated that they were not interested and two 
criticized the movement. All others indicated their 
desire to discuss papers and checked from one to 
four specialties and subjects they were interested in. 
This list has been tabulated under headings, and 
manuscripts are divided up between them, in ac- 
cordance with the subject of the paper. The author 
of a paper is also given the privilege of naming one 
or more discussants. The results you are seeing in 
every number of CALIFORNIA AND WESTERN 
MEDICINE. 

There are constantly in circulation from twenty 
to a hundred manuscripts, and as the work has 
evolved we figure that from six hundred to a thou- 
sand physicians will express themselves briefly upon 
important subjects of medicine every year. 

There is no mistaking the value of this service to 
the cause of better medicine, nor to both authors and 
discussants. This is proved by the hundreds of com- 
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mendatory letters from authors, discussants, readers 
and advertisers. Another pleasing feature is the let- 
ters we receive from those who failed to answer the 
invitation, wanting to know why they are not given 
a chance to discuss papers. 


One of the main purposes of this editorial is to 
again emphasize the fact that the invitation is an 
open one. If you are not now on the list and want 
to take part in these discussions, send in your name, 
address, and the specialties of medicine, including 
public health medicine, or other subjects you are 
interested in. 


The specialties and subjects included in the origi- 
nal invitation for checking were: 

General Practice (Family Physician). 

Medicine and Medical Specialties: General Medicine 
(The Physician), Pediatrics, Communicable Diseases (in- 
cluding tuberculosis), Neuropsychiatry, Dermatology, Trop- 
ical Medicine. 

Surgery and Surgical Specialties: General Surgery (The 
Surgeon), Otorhinolaryngology, Ophthalmology, Urology, 
Orthopedic Surgery, Anesthesiology. 

Obstetrics. 

Industrial and Group Medicine. 

Dentistry. 

Pathology and Clinical Laboratories. 

Radiology and Radium. 

Public Health. 

Technical Specialties: Nursing; public health nursing; 
medical social service; physiotherapy; dietetics; pharmacy; 
library; clinical records; laboratory technicians. 

Medical Economics, including organization, legal medi- 
cine and similar problems. 


A NEW HOSPITAL BOND 
A Commendable Effort to Solve the Costs of 
Illness for Those of Limited Means 

The National Surety Company of New York are 
promoting the sale of what they call a Hospital 
Bond, which has many attractive features and some 
limitations, but on the whole is calculated to do 
much for the cause of better health. 


After painstaking investigation and thorough con- 
sideration by the officers of the California Medical 
Association and the League for the Conservation of 
Public Health, a half-page advertisement of this 
bond has been accepted by both CALIFORNIA AND 
WeEsTERN MenpicineE and Betrer HEALTH maga- 
zines. 

This type of insurance is, so far as we know, 
entirely new in the health field. The same thought 

_ has been embodied in insurance in other human ac- 
tivities, of course, for many years. The essential 
features of the bond are, that any person under the 
age of 60, who believes himself to be in good health, 
can, by the payment of annual premiums of from $6 
to $15, have all hospital expenses in any hospital in 
the United States or Canada paid by the National 
Surety Company, up to the value of the bond, which 
covers one year’s period of time. The value of the 
bonds vary from $360 to $900. A person, for ex- 
ample, for an annual premium of $15 is entitled to 
a maximum of $900 per year of hospital service, in- 
cluding all features of medical care that are part of 
the hospital fees as distinguished from doctors’ fees 
and special nurses’ fees. It is provided that the 
weekly payment shall not exceed $70 in any one 

week, but the patient may stay in the hospital as 
long as he pleases on any one occasion or be ad- 
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mitted as often as necessary in any one year, pro- 
vided only that the cost of hospital care does not 
exceed $900 for the year, and does not exceed $70 
in any one week. 


This bond is remarkably free from restrictions, 
limitations, ifs,-ands and buts that usually charac- 
terize nearly all so-called hospital association pro- 
visions and sickness insurance contracts. It does 
have certain limitations, and some of these call for 
fair and wise adjudication between the company, the 
hospital, and the patient. For example, the bond 
excludes people who are suffering from insanity or 
nervous disorders; tuberculosis; drug addiction or 
alcoholism. There are, of course, opportunities for 
controversy over the interpretation of some of these 
as well as one or two other clauses in the bond. 
However, all fair-minded people will recognize that 
certain limitations are essential to avoid excessive 
abuse, and the wording used in the present bond, 
if fairly and wisely interpreted, ought not cause any 
particular confusion. 


The bond has many especially commendable fea- 
tures. It gives the widest latitude of choice to the 
patient in the hospital selected, and raises no ques- 
tion about who his attending physician is. It in- 
cludes, when billed as part of the hospital service, 
x-ray examinations, laboratory work, operating- 
room charges, including those connected with anes- 
thesia, and many other of the most expensive and 
necessary services called for by a patient in a hos- 
pital. In fact, the bond seems almost too good to be 
true, but it must be remembered that it has an old, 
strong financial organization behind it, and one well 
known for the fairness and honesty with which it 
conducts its business. 


Under this bond, any person by the payment of 
from 50 cents to $1.25 a month can secure absolute 
protection against the most expensive part of medi- 
cal care. 

Hospitals will like this bond because it insures 
them their regular compensation and prompt pay- 
ment for all patients holding the bond. Physicians 
will like it because, by taking care of the largest 
item of expense incident to illness, patients will 
have more funds with which to pay the doctor a 
reasonable fee. Almost all good doctors now ask 
their patients in limited circumstances first to pay 
the hospital and nurses, before considering their de- 
mands at all. All too frequently after this is done 
there is nothing at all, or very little, left for the 
doctor. 

Patients ought to, and undoubtedly will, like the 
bond, because for a small premium it insures them 
care that many of them cannot now afford; obvi- 
ates the necessity of appealing to community charity, 
and allows them to retain their self-respect. Per- 
haps even more important than this, it allows the 
patient the widest choice of the physician who is to 
serve him, as well as the hospital in which he is to 
be served. 

If this bond is properly promoted and the settle- 
ments under it generously interpreted and promptly 
liquidated, it ought to do an infinite amount of good 
in the campaign for Better Health for Everybody, 
with payment assured for those who serve. 
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TER HEALTH, in accepting this advertisement, invite 
comment and criticism from hospitals, doctors, and 
patients as to the satisfaction they receive under its 
operation. We wish to announce publicly, as we 
have told the representative of the Surety Company, 
that, so long as interpretation and service are above 
reasonable criticism, we will be glad not only to 
carry their advertisement, but to promote them in 
every way possible, because we believe the principle 
they are operating under to be sound and highly 
commendable. 

This editorial has been considered and the policy 
outlined approved by the executive committee of the 
California Medical Association and the Hospital 
Conference of the League for the Conservation of 


Public Health. 





C. M. A. DIRECTORY 


The directory of the California Medical Associa- 
tion has been sent all members with an accompany- 
ing request for correction of errors and omissions. 
Names of members who have paid their dues since 
October 1 are not included. 

Hereafter, annual directories will be issued in 
January of each year, beginning with 1926, and will 
include names of all members for the preceding year. 

The directory contains the names and addresses 
of all members of the California Medical Associa- 
tion arranged alphabetically and by counties, to- 
gether with the names and addresses of all officers 
of both state and county associations. 

Copies may be obtained for $1 at the offices of the 
California Medical Association, 1016 Balboa build- 


ing, corner Second and Market streets, San Fran- 
cisco, California. 


1925 SESSION OF THE C. M. A. 

The Fifty-fourth Annual Session of the Califor- 
nia Medical Association will be held at Yosemite 
National Park from May 18 to 21, inclusive. The 
Council has again set the opening day on Monday, 
that members who desire to see the park may leave 
their offices on Saturday and so have an entire day 
free from any scientific meetings for the enjoyment 
of the grandeur and beauty of Yosemite Valley. 


Yosemite Lodge is our convention headquarters. 
Reservations will not open until March 1. In suc- 
ceeding Journals, more detailed information con- 
cerning reservations and scientific program will be 
furnished. 


At this time, it is desired to call the attention of 
those members who wish to present papers at the 
next annual meeting, to the fact that section pro- 
grams are closed as of February 15, 1925, in order 
that this office may have the necessary time in which 
to check the eligibility of members presenting papers 
and prepare the program for publication. It is de- 
sired to emphasize the fact that only members in 
good standing may present papers, and that but one 
paper may be presented by any one member. He 
may, however, collaborate with another member and 
his name be so published, but the paper must be read 
by his collaborator. 


Members whose names appear on the program 
and who are unable to be present must notify the 
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secretary in ample time to permit him to replace the 
omitted paper by another from his waiting list. 
Many sections are unable-to furnish space for all 
papers sent them in the three-day session allowed 
each scientific section. In view of the fact that omis- 
sion of this notification often debars another mem- 
ber from a place on the program, a ruling has been 
passed that any member failing to so notify the sec- 
tion officers of his inability to present a paper at the 
state meeting and to furnish sufficient excuse for 
such inability, is debarred from participation in the 
two succeeding meetings of the State Association. 


RULES REGARDING DISCUSSIONS AND PAPERS 


Upon recommendation of the Executive Committee, the 
following rules regarding papers have been adopted by 
the Council: 


1. Papers may be presented only by members in good 
standing or guests. Distinguished scientists, associate or 
honorary members of any competent county society or 
any physician not a resident of the state may become a 
guest. 


2. No member may present more than one paper at any 
one state meeting, provided that members may present 
additional papers before Sections on Technical Special- 
ties; and provided further, that a member may be a col- 
laborator on more than one paper, if these papers are 
presented by different authors. 


3. Failure on the part of an author to present a paper 
precludes acceptance of future papers from such author 
for a period of two years, unless the author explains to 
the satisfaction of the Executive Committee his inability 
to fulfill his obligation. 


4. Manuscript not accepted for publication will be re- 
turned to the author as soon as practicable. Authors de- 
siring to publish their paper elsewhere than in CALIFoR- 
NIA AND WESTERN MEDICINE may have their manuscript 
returned to them upon written request to the secretary. 


5. No paper will be accepted by the General Program 
Committee nor by Section Program Committee unless ac- 
companied by a synopsis of not to exceed fifty words. 

6. Papers shall not “be read by title.” 


7. The maximum time that may be consumed by any 
paper is fifteen minutes, provided that not to exceed ten 
minutes’ latitude may be allowed invited guests at the 
discretion of the presiding chairman. 


8. Motions from the floor to extend the time of an au- 
thor may not be entertained by the presiding officer. 


9. The maximum time permitted any individual discus- 
sant on any paper is four minutes. This also applies to 
the author in closing his discussion. No discussant may 
speak more than once upon the same subject. 


10. A copy of each and every paper presented at the 
state meeting must be in the hands of the chairman or 
secretary of the section or in the hands of the general 
secretary before the paper is presented. 


The names of section officers will be found listed in this 
issue of CALIFORNIA AND WESTERN MEDICINE on page 58. 








Neglecting the Little Things in Medical Practice— 
Doctor Charles J. Whalen (Illinois Medical Journal) 
makes the statement that upwards of 75 per cent of 
human ailments are to be classed accurately as triviali- 
ties. Intent upon the critical laparotomy, or other serious 
surgical operation, idealistic young physicians are prone 
to neglect the every-day need of the ailing public. And 
here is the loophole through which the bogus practitioner 
creeps to find a foothold by which he may dislodge the 
skilled man. Out of the inattention of scientific men for 
ordinary wants of an indisposed people spring and flour- 
ish the mass of cults and mock medicine that insidiously 
deprive the sick of expert medical attention. ‘The pseud- 
ists lend a sympathetic ear, as they receive cash in ad- 
vance for their treatment of petty maladies. 
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Medicine in the 
Public Press 


The Greatest Word in the English Language—“It 
isn’t Love. It isn’t Brotherhood. It isn’t Friendship. It 
is a word that embodies the spirit and the meaning of 
all three of these words. - 


“The word is: Service,” writes Edward W. Bok 
(World’s Work). “Scale the word as you like, let it run 
the gamut of life in all its phases, from the lowest to the 
highest, and it holds its marvelous place in the lives of 
men... . 

“Washington served, and in a moment of discourage- 
ment said he would rather be in his grave than endure 
further the vilification that came to him. But he rallied 
and served. Abraham Lincoln was the embodiment of 
service—service to a cause, service to a people. No 
darker days ever came to a man than those which came 
to him in his trying days of service... . 

“Service seems thankless, yet nothing in the lives of 
men is so fruitful of the largest returns to the server... . 

“Never was there a time when so many chances for 
service beckoned to a man to go out and do something 
for his fellowmen. It matters little what such a man does, 
so long as he does and serves. And in man’s work in the 
world, love translates itself concretely in service. That 
is eternal, immortal. To serve others is to live for- 
Cnet 4%" 

: ao that is the only form of longevity worth serv- 
ing for. 


Youth by Radiation—Herman Rubin (Forum), said 
to be a Russian doctor of medicine, who has “had ex- 
traordinary success in the treatment of various endo- 
crinological conditions by means of radiation,” maintains 
that “by artificially ionizing the endocrine cells, and in- 
creased production of hormones is secured, and these hor- 
mones travel through the blood stream and reinvigorate 
the affected cells. When these are quickened to action 
the whole organism is refreshed, and we are on the road 
to rejuvenation. ... Of the more than 100 causes of 
old age found in the medical books, there is not one 
cause that cannot be overcome by the radiendocrine treat- 
ment. For how long a period life can be extended, no 
one knows. It is sufficient for the present that, by re- 


invigorating the cell, we can turn back the hands of 
time.” 


So that’s that. 


“I’m Not Going to Die.” “I’m Not Going to Die.” 
“I’m Not Going to Die”—“Sing that to yourself day 
and night,” says “Doctor” Alice Jewel in press dispatches, 
“and you will have found the secret of youth, and you 
will live to be 250 years old.” It is said that “Doctor” 
Jewel, who is “an applied psychologist,” has just returned 
from Europe, where she has confirmed her ideas about 
longevity. “My method of rejuvenation,” says the “doc- 
tor,’ comes from within. We have the idea in our sub- 
conscious mind that we are going to die, so we do. My 


task is to teach people to forget that idea and to live for 
centuries.” 


“The ‘Psychology’ Season is With Us Again,” says 
the San Francisco Examiner editorially, judging from 
the billboards. 

“Where have the adepts in ‘soul culture’ and ‘will 
power’ and ‘personality’ been keeping themselves all 
summer? 

“Wherever it is, they have been keeping themselves 
well. Some of them have a following in San Francisco 
that film stars might envy. Peddling to discouraged per- 
sons a few pages of Emerson, reduced to imbecility— 
perennially declaiming the same dime’s worth of Orison 
Swett Marden’s ‘philosophy’ to rapt applause—they bag 
enough loose change over the winter to keep them going 
at Palm Beach the delightful summer long. 

“Anyway, it’s better and safer than selling oil stock. 
But we prefer the old-time phrenology ‘professor.’ You 
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stepped into his carriage, and under the gasoline torch 
the ‘professor’ measured your skull with calipers. 

“‘Bumps’ have given way to ‘complexes’ and ‘hollows’ 
to ‘inhibitions.’ Too bad the old phrenologist didn’t en- 
rich his vocabulary in time. His soul goes marching on, 
even though his body seldom got to Palm Beach.” 


Hay-eating Germs—I hope you saw the intriguing 
press account of the wonderful discovery (?) of a hay- 
digesting germ. Cows are said to grow lazy while this 
germ digests hay for them. Let us hope it proves equally 
effective with spinach. 


Lip Wisdom as Applied to Infant-feeding—Under 
this title a condensed milk company issues an amazing 
booklet which has caused various curious reactions 
among physicians. Although frankly an advertisement, 
this booklet attacks the “experimental theories among 
physicians.” “In no field of clinical practice is such so- 
called ‘wisdom’ more conspicuous than in that which ap- 
plies specifically to infant-feeding.” The statement is 
made unqualifiedly that, regardless of all the propaganda 
against condensed milk, the use of these substances is on 
the increase, both as to the quantity of milk consumed 
and in the number of infants being fed on it. 

Quite an astonishing line of advertising! 


“Heads They Win, Brains They Lose,” says Uncle 
Henry (Collier’s) in one of the most amusing of his in- 
imitable articles on problems of the day. Uncle Henry 
undertook to psychoanalyze his negro cook, Aunt Hepsy, 
having secured the tests from prominent universities, and 
among the questions asked he notes these: 

How many corn flakes would it take to go round the 
world if placed end to end? The corn flakes, not the 
world. (a) On a calm day? (b) With the wind blowing. 

In double entry, which is preferable? Give three rea- 
sons, reading left to right, no more than four being the 
same. 

Pronounce umph backwards without rising on the balls 
of the feet or touching the doorpost, tibia, fibia, or uvula. 

Is free verse high at the price? Give three examples 
starting with Z. 

State the influence of mission furniture upon religious 
thought? In a word? In two words? Reverse the order. 

What is taught by the home life of the caterpillar? Is 
the caterpillar, in your opinion, more influenced by hered- 
ity or environment, everything being equal or nearly so? 
What part is played by cultural lacks and bad associates? 

Would you believe it, there wasn’t a single question 
that she could answer. Same way respectin’ deduction, 
reduction, an’ ratiocination, an’ even in observation she 
was a flop. She couldn’t tell the number of bricks in a 
pavement she’d walked over every day for ten years, 
an’, despite the times we’ve had prunes for breakfast, 
she’d never counted the wrinkles in one or noted whether 
they ran from north to south or diagonally, as the case 
may be, if at all. She had no idea of the number of 
feathers on a canary, an’ was equally at a loss to tell 
whether a dog turns to the right or left before it lies 
down. 


Billions—Just for Fun—lIn discussing the question of 
“fun” the American people work so hard to secure for 
themselves, Walter S. Hiatt (Collier’s) gives us some 
rather startling figures: 

The motion pictures report 20,000,000 daily admis- 
sions. County fairs each year attract about 40,000,000 
persons. The circus fans number 12,000,000. There are 
10,000,000 fishermen, 2,200,000 golfers, 1,000,000 cyclists, 
10,000,000 card players, 20,000,000 radio fans, 12,000,000 
automobilists (exclusive of guests). More than 6,000,000 
persons dance each day. About 1,200,000 children daily 
use our playground centers. More than 19,000,000 per- 
sons participate annually in Y. M. C. A. recreations. All 
this fun costs us at least $6,000,000,000 a year—half as 
much as all the war debts, including unpaid interest, that 
foreign nations owe us. What does it signify? 


New Birth Control Clinic—According to newspaper 
stories, an organized effort is under way to establish 
birth control clinics in California. The announcement 
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does not state whether or not they will be “free.” In 
any event, it is safe to predict that they will be popular. 
It is easy to predict that a lot of the people sloganizing 
about birth control will find out a lot that they did not 
know about the subject before. Dr. Dawson, physician 
to the king of Great Britain, certainly provided an oppor- 
tunity for a new alignment of uplifters when he said, 
“Sex love aside from the duty of procreation should be 
defended. Marital abstention is harmful.” 


Science Captures and Imprisons a New Vitamin— 
Under this headline, Max Bentley (Dearborn Indepen- 
dent) seems quite certain that “something happened re- 
cently to set scientific tongues wagging. The medical 
journals were full of it, but the lay world may have over- 
looked the modest announcement by Dr. Walter H. Eddy 
of Columbia University Teachers’ College. The an- 
nouncement was that he and his associate, Dr. R. R. Wil- 
liams, of the Western Electric Research Laboratory, with 
the assistance of Dr. Ralph W. Kerr of Columbia had 
isolated—for the first time—-had captured and impris- 
oned in a bottle, a pure D vitamin.” 


“Dr. Eddy,” continues the author, “told me the story 
as we sat in his laboratory overlooking the beautiful 
university campus. It fell from his lips in simple words. 
Only when he suddenly reached into the lower left-hand 
pocket of his vest and produced a small phial containing 
six white crystals, with the offhand remark that ‘These 
are pure vitamins,’ was it realized that his narrative was 
an epic such as no man has had the right to speak be- 
fore. The phial toppled over with a faint and musical 
clink and rolled erratically toward the edge of the desk. 
Four frantic hands made reach for it. Eddy, who recov- 
ered it, smiled in ghastly fashion as he stowed it away. 
The thing was priceless.” 


Does this modest narrative suggest the advisability of 
insurance against accidents and carelessness by discov- 
erers when handling their precious products? 


“The isolation of bios” concludes the author, “suggest 
marvelous possibilities for the transport of more foods, 
and better foods, in compressed form, to famine-stricken 
areas where fresh foods are not to be had. He, says 
Eddy, does not believe it is drawing the long bow of 
imagination to see a day when science will be able to 
spray a few milligrams of crystal vitamins into a few 
tons of ‘dead’ foods, and electrify the mass with life. 
Since vitamins A, B, C, and D can be put back into de- 
vitamized milk, rice, potatoes and butter, and respec- 
tively, heal a sickly animal’s sore eyes, cure beriberi and 
scurvy in man or beast, and bring new life to the child 
with rickets, will it not be possible some day to cure all 
diet-deficiency diseases simply through the discovery of 
new vitamins? Vitamin possibilities are enormous, but 
are they limitless?” 


Now who will dare say that a feature writer cannot 
make a scientific story attractive reading? 


“Governor and U. C. Heads in Clash Over Vaccina- 
nation,” says a newspaper headline. It is reported that 
Public School Progressive League will use its influencé 
to induce the authorities of the University of California 
to change their present attitude requiring vaccination 
against smallpox of all students to a regulation that 
would make protection against smallpox optional. It is 
said that the president and the regents of the university 
are very properly opposed to any change, but that the 
Governor of the state, who is ex-officio chairman of the 
board of regents, favors a change being made. 


Catching Up With Methuselah—Since a vital statis- 
tician recently predicted thé imminence of the 900-year 
span of life, several publications are beginning to wonder 
what we will do with the 845 years that are not included 
in our present scheme of life. 

In commenting upon the matter, editorially, Collier’s 
says: “One will play a few sets of tennis with one’s great 
grandchildren every Saturday afternoon; one will romp 
around the campus on the century class reunion—if one 
wants to. And will one want to? Some folk tire of the 
game of living at seventy, sixty, even fifty. They beg to 
be excused. Francis Galton reported that the years after 
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eighty were the very pleasantest he had lived; and he 
was a trained scientific observer. Tastes differ, and 
above all they differ as to living. Let us have a few 
more centuries to look forward to, by all means.” 


Sexual Experiences Among Educated Women—The 
results of what has been characterized as the most “inti- 
mately naked survey” ever made, are now beginning to 
appear. 

The Bureau of Social Hygiene some time ago started 
a controversy in the public press by the intimate char- 
acter of a questionnaire they were sending out to women 
college graduates. A list of 10,000 names of unmarried 
women was prepared from the alumnae registers of 
women’s colleges and co-educational institutes. Only 
those graduating during or before 1917 were included. 
A letter was sent to these 10,000 women, explaining what 
was being attempted and they were asked if they would 
fill out the questionnaire—anonymously, of course. Ap- 
proximately 25 per cent of the 10,000 or 2515 agreed to 
supply the some ten pages of questions about their most 
intimate sex feelings and sex experiences. Actually, 1183 
questionnaires were returned. Some of them were hardly 
clear upon all points, and 1000 of the most complete form 
the basis of a lengthy analysis by Katherine Davis 
(Mental Hygiene, July). 

The findings show a somewhat higher incidence of 
sexual activity—normal and abnormal—than the figures 
usually quoted in medical literature and accepted by phy- 
sicians. There are going to be a variety of reactions 
from this study and publication—some of them probably 
violent. Many, including most physicians, will feel as 
physicians always have felt, that such information would 
be better to have remained in the hands of those who 
deal with human frailties. Nature is raw, naked and 
primitive in many of her manifestations, and it is at 
least debatable whether or not the veil society drops over 
her upheavals should be rolled back for public gaze. 

To physicians there is little of particular interest—and 
nothing surprising—in the long drawn out analysis of 
the results of this questionnaire. It sums itself up in the 
fact that, out of 1000 unmarried women graduated seven 
or more years ago, 892 admit in “confidential” written 
documents that they have indulged in: Masturbation, 603; 
had sexual intercourse, 105; indulged in homosexual ex- 
periences, 184. Sexual experiences of any kind was denied 
by 288; 53 declined to answer, and 25 tried all forms of 
sexual experiences. 


One table in the article analyzes the combinations of 
the sexual experiences as: 


Masturbation only 

Sex intercourse only 

Homosexual experiences only (with physical expres- 
sion 

Both masturbation and homosexual experiences 

Both masturbation and sex intercourse 

Both sex intercourse and homosexual experiences 

Masturbation, sex intercourse, and homosexual expe- 
riences 

All these sex experiences denied 

Questions relating to all these experiences unanswered... 53 


Part two of the report, to appear shortly, will deal 
with the sex experiences of married women. 


OBSTETRICIANS 


Will doctors who are interested in obstetrics and gyne- 
cology please register with the secretary? Send name, 
address, and $5 to the address below. This money will 
be used to defray the expenses of a stenographer for this 
section at the state meeting. It is also desired to secure 
a registry of men who are willing to assist in the pro- 
gram. This will greatly aid the program committee in 
arranging for the meetings. 

Joun W. SHeERRICK, Secretary, 

350 Twenty-ninth Street, Oakland, Calif. 


The educated individual is a leader, a thinker, a 
builder. The creative power with which he was endowed 
from the beginning has been released and put to work in 
the service of himself and his fellows. By his joy you 
shall know him.—Angelo Patri. 
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GRANVILLE MacGOWAN, M. D., Los Angeles. .President 
EDWARD N. EWER, M. D., Oakland President-elect 
EMMA W. POPE, M. D., San Francisco Secretary 


ABSTRACTS FROM THE MINUTES OF THE 
ONE HUNDRED AND FORTY-EIGHTH 
MEETING OF THE COUNCIL OF THE 
CALIFORNIA MEDICAL ASSOCIATION. 


Held at the Hotel Virginia, Long Beach, California, 
Saturday, November 8, 1924. 

Present—Doctors MacGowan, Ewer, Parkinson, Kin- 
ney, Kiger, Edwards, De Lappe, Coffey, Smith, Kress, 
McArthur, Gibbons, Curtiss, Emma W. Pope, and Gen- 
eral Counsel Peart. 


Absent—Doctors Alderson, Beattie, McLeod, Hamlin, 
Bine. 

Minutes of the Council—The minutes of the 143rd, 
144th, 145th, 146th, and 147th meetings of the Council 
were presented for approval, copies having been sub- 
mitted to all members of the Council by mail. 

Action by the Council—On motion of Ewer, seconded 
by De Lappe, it was 

RESOLVED, That the minutes of the 143rd, 144th, 145th, 
146th, and 147th meetings of the Council be approved as 
submitted to all members of the Council. 


Minutes of the Executive Committee—The question 
of reading the minutes of the 74th, 75th, 76th, 77th, and 
78th meetings of the Executive Committee was raised, in- 
asmuch as ‘copies of such minutes had been submitted to 
each member of the Council. 

Action by the Council—On motion of Ewer, seconded 
by Gibbons, it was 

RESOLVED, That the minutes of the 74th, 75th, 76th, 77th, 
and 78th meetings of the Executive Committee be read. 

Minutes of the Seventy-fourth Meeting of the Ex- 
ecutive Committee—The secretary read the minutes of 
the seventy-fourth meeting of the Executive Committee. 

Action by the Council—On motion of McArthur, sec- 
onded by Edwards, it was 

RESOLVED, That the minutes of the seventy-fourth meet- 
ing of the Executive Committee be approved and made a 
part of the official minutes of this Council. 


Minutes of the Seventy-Fifth Meeting of the Ex- 
ecutive Committee—The secretary read the minutes of 
the seventy-fifth meeting of the Executive Committee. 

Action by the Council—On motion of De Lappe, sec- 
onded by Gibbons, it was 

RESOLVED, That the minutes of the seventy-fifth meet- 
ing of the Executive Committee be approved and made a 
part of the official minutes of this Council. 


Minutes of the Seventy-Sixth Meeting of the Ex- 
ecutive Meeting—The secretary read the minutes of the 
seventy-sixth meeting of the Executive Committee. 

Action by the Council—On motion of Ewer, seconded 
by Kiger, it was 

RESOLVED, That the minutes of the seventy-sixth meet- 
ing of the Executive Committee be approved and made a 
part of the official minutes of this Council. 


Minutes of the Seventy-seventh Meeting of the Ex- 
ecutive Committee—The secretary read the minutes of 
the seventy-seventh meeting of the Executive Committee. 

Action by the Council—On motion of Edwards, sec- 
onded by Smith, it was 

REsoLveD, That the minutes of the seventy-seventh 
meeting of the Executive Committee be approved and 
made a part of the official minutes of this Council. 

Minutes of the Seventy-eighth Meeting of the Ex- 
ecutive Committee—The secretary read the minutes of 
the seventy-eighth meeting of the Executive Committee. 

Action by the Council—On motion of Gibbons, sec- 
onded by Kiger, it was 

RESOLVED, That the minutes of the seventy-eighth meet- 
ing of the. Executive Committee be approved and made a 
part of the official minutes of this Council. 


Nineteen Twenty-five State Meeting—The secretary 


CALIFORNIA AND WESTERN MEDICINE 


641 


raised the question of extending the time of the 1925 
state meeting in Yosemite from four to five days in order 
that the third day of the session could be devoted to en- 
joying the valley. The matter was then discussed by all 
present. 

Action by the Council—On motion of Kress, seconded 
by De Lappe, it was 

RESOLVED, That the meeting days of the 1925 state meet- 
ing in Yosemite National Park be Monday, Tuesday, 
Wednesday, and Thursday—May 18, 19th 20, and 21. 


Membership Directory—The secretary reported that 
the membership directory for 1924 was now off the press 
and would be in the hands of each member of the Cali- 
fornia Medical Association by the first of the ensuing 
week. A copy of the directory was then presented to the 
Council. 

Action by the Council—On motion of Edwards, sec- 
onded by Kress, it was 

RESOLVED, That.the directory of the membership of the 
California Medical Association for 1924 be approved; 
and further that the Council express its appreciation to 
the editor of CALIFORNIA AND WESTERN MepDICcINE for his 
suggestion that the California Medical Association issue 
an exclusive directory of its own membership. 


Lay Distribution of Membership Directory — The 
secretary raised the question of the method of distribu- 
tion of the membership directory to the lay public, and 
the price to be charged for such copies of the directory. 
After thorough consideration, on motion of Kress, sec- 
onded by Smith, it was 

RESOLVED, That the secretary be authorized to send out 
an announcement to all parties who would probably be 
interested, of the publication by the California Medical 
Association of an exclusive directory of its own member- 
ship; and further that the sale price of the directory be 
fixed at $1 per copy; and further that all sales be made 
direct from the offices of the association. 


Publication of Future Directories—The secretary re- 
quested a ruling as to the date on which future direc- 
tories of the membership should be published because of 
the differences in date of delinquency between the State 
Association and various county societies thereof. 

Action by the Council—On motion of Smith, seconded 
by Kress, it was 

RESOLVED, That in future the date of publication of the 
annual directory of the membership of the California 
Medical Association be fixed as of January 1 of each 
year, and that such directory include every member of 
the California Medical Association as of the previous 
year; and further that the next directory be published as 
of January 1, 1926. 

Application for Affiliate Membership—The secretary 
presented application from the Sacramento Society for 
Medical Improvement for affiliate membership for Doctor 
J. Loughridge of Folsom, and requested that Doctor 
Loughridge’s election to such membership by the Execu- 
tive Committee at its seventy-sixth meeting be confirmed. 

Action by the Council—On motion of Gibbons, sec- 
onded by Edwards, it was 

RESOLVED, That the application for affiliate membership 
in the California Medical Association as submitted by 
the Sacramento Society for Medical Improvement for 
Doctor J. Loughridge of Folsom be approved; and that 
the action of the Executive Committee in electing Doctor 
Loughridge an afhliate member at its seventy-sixth meet- 
ing be hereby confirmed and ratified. 


Transfer to Associate Membership—The secretary 
submitted an application from W. T. Cummins of San 
Francisco for transfer as of January 1, 1925, from active 
to associate membership, as provided for unlicensed phy- 
sicians in Article III, Section 2, of the constitution and 
by-laws adopted by the California Medical Association 
in June, 1923. 

Action by the Council—On motion of Smith, seconded 
by Gibbons, it was 

RESOLVED, That the application of W. T. Cummins of 
San Francisco for associate membership in the California 
Medical Association as of January 1, 1925, be approved; 
and that Doctor Cummins be so notified. 

Sciences Allied to Medicine—The secretary requested 
a ruling as to what constitutes “sciences allied to medi- 
cine” under Article III, Section 2, of the constitution and 
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by-laws adopted in June, 1923, in order that applications 
for associate membership might be properly handled be- 
fore presentation to the Council for action. The question 
of rules and regulations governing associate membership 
was then thoroughly discussed. 

Action by the Council—On motion of Kress, seconded 
by McArthur, it was 

Reso_vep, That the rules governing associate member- 
ship in the California Medical Association be the same 
general rules adopted by the American Medical Associa- 
tion; and further that any application for associate mem- 
bership be referred to the proper county society to deter- 
mine whether it desires to enter any protest before such 
application is presented to the Executive Committee and 
Council for consideration and action. 


Application for Associate Membership—The secre- 
tary presented an application from Mr. Nicholas A. Kar- 
paty of San Francisco for associate membership. The de- 
sirability of opening associate membership to physio- 
therapists was then brought up and fully considered. 

Action by the Council—On motion of Gibbons, sec- 
onded by Coffey, it was 

RESOLVED, That, in accordance with resolution govern- 
ing associate membership adopted by the Council at this 
meeting, the application of Mr. Nicholas A. Karpaty of 
San Francisco for associate membership in the California 
Medical Association be deferred to the next meeting of 
the Council, pending a report by the secretary; and fur- 
ther that Mr. Karpaty be so notified. 


Seal—The chairman of the Council reported on the 
desirability of retaining the old seal of the society as 
adopted in 1856 and again adopted at the reorganization 
of the society in 1870, and submitted the following his- 
tory of the seal as published on page 220 of the “Trans- 
actions of the Medical Society of the State of California 
for the years 1871 and 1872”: 

“The seal that has been adopted shows enough of the 
beautiful design of the seal of the state to declare the 
common origin of the Medical Society and of the state of 
California, while the cock that was wont to be sacrificed 
to Esculapius, representing ‘vigilance,’ is crowing out 
1870, the year of reorganization; and the serpent, em- 
blematic of ‘sagacity and long life,’ lies entwined around 
the doctor’s staff at his feet. Thus vigilance and sagacity 
typify the qualities a physician should possess under the 
direction of Minerva.” 

Action by the Council—On motion of Gibbons, sec- 
onded by Kiger, it was 

RESOLVED, That the action of the Council at its 144th 
meeting in adopting as the seal of the California Medical 
Association the design submitted by Doctor Saxton T. 
Pope of San Francisco be rescinded; and further that 
the original seal as adopted by the Medical Society of 
the state of California in 1856 and again adopted at the 
reorganization of the society in 1870 be retained as the 
oficial seal of the California Medical Association; and 
further that the encircling inscription on the seal read 
“California Medical Association 1856,” with “1870” as 
originally placed on the face of the medallion. 


Hospital Bond—The question of endorsement of the 
hospital bond issued by the National Surety Company of 
New York was brought up, and the general counsel read 
a letter sent the surety company by the editor regarding 
certain phases of the bond. After discussion, it was the 
sense of the Council that the matter be referred over to 
the afternoon session of this meeting, at which time Mr. 
G. B. Zemansky, representative of the Hospital Bond 
Division of the National Surety Company, could be pres- 
ent to discuss this bond with the Council. 


Board of Health Letters—The secretary reported 
that Doctor Reginald Knight Smith of San Francisco had 
consented to take charge of the compilation of a pam- 
phlet on “Prenatal Care,” and that he would appoint a 
committee of the leading obstetricians of the state after 
securing all available Sheppard-Towner matter issued 
by the various states and that compiled by Truby King 
for New Zealand and Australia. 


Income Tax Deductions—The secretary read a reply 
from Commissioner of Internal Revenue D. H. Blair of 
Washington, D. C., to resolution passed by the Council 
at its 147th meeting together with reply from the Cali- 
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fornia Bar Association, expressing its thanks and advis- 
ing that similar action will be taken at its December 
meeting. President MacGowan then recommended that 
the general counsel be instructed to prepare a bill for 
introduction to Congress at its next session. The question 
of the advisability of presenting such a bill to Congress 
was then fully discussed together with the desirability of 
requesting the A. M. A. to take up the matter with the 


various state medical associations and state bar asso- 
ciations. 


Action by the Council—On motion of MacGowan, sec- 
onded by McArthur, it was 


ReEsoLveD, That the general counsel be instructed to 
prepare the necessary bill for introduction to Congress 
at its next session in the matter of income tax deductions 
by physicians for expenses incurred in attendance on 
medical conventions, meetings and post-graduate courses ; 
and further that the matter be referred to the A. M. A. 
together with copy of the resolution adopted by the Coun- 
cil at its 147th meeting held in Los Angeles, California, 
May 15th, 1924, and affidavit prepared by the general 
counsel along the same lines; and further that the A. 
M. A. be requested to notify each state medical associa- 
tion, each state bar association and any other professional 
associations of the action taken by the California Medi- 
cal Association in order that similar action might be 
taken by each of the aforementioned associations. 


Medical Radio Broadcasting— The secretary sub- 
mitted correspondence regarding medical radio broad- 
casting, together with resolution passed by the Executive 
Committee at its seventy-eighth meeting. The question 
and policies governing such broadcasting was then thor- 
oughly considered, particularly with reference to the dan- 
gers of a “question and answer service.” 

Action by the Council—On motion of Kress, seconded 
by Coffey, it was 

Reso.veD, That the Chair be authorized to appoint a 
committee of three to consider the question of medical 
radio broadcasting and bring in a report at the afternoon 
session of this meeting. The Chair appointed as members 
of this committee Doctor George H. Kress, chairman, 
Doctors Walter B. Coffey and Morton R. Gibbons. 


Medical Radio Broadcasting — Doctor Kress, chair- 
man of the committee appointed by the Chair at this 
morning’s session to consider the question of medical 
radio broadcasting, presented the following resolution: 


WHereas, Medical radio broadcasting, because of the 
great distances covered, is fraught with grave dangers to 
many lay listeners because of subject matter not appli- 
cable to local conditions; and 


Wuereas, To keep medical radio broadcasting imper- 
sonal and in conformity with the ethics of the American 
Medical Association is almost impossible; and 

Wuereas, Human nature is such that medical radio 
broadcasting is almost certain to be abused by certain 
medical men; now, therefore, be it 

ReEso_veD, That the Council of the California Medical 
Association hold: First, that no radio bureaus established 
for medical broadcasting be inaugurated or participated 
in by members of the California Medical Association 
except under permission of and with the observance of 
such rules as the “Medical Radio Broadcasting Commit- 
tee of the California Medical Association” may promul- 
gate in regard thereto. Second, that no question and an- 
swer service department be conducted as a part of any 
medical radio broadcasting service, and third that a copy 
of this resolution be sent to the American Medical Asso- 
ciation and every county medical society, and the atten- 
tion of such organizations called to the dangers incident 
to medical radio broadcasting. 

Action by the Council—On motion of Kress, seconded 
by Edwards, it was 

RESOLVED, That the resolution on medical radio broad- 
casting be adopted; and further that the Chair be re- 
quested to appoint a statewide committee of five to be 
known as the “Medical Radio Broadcasting Committee 
of the California Medical Association.” 

The Chair announced that the following were ap- 
pointed members of this committee: Doctor George H. 
Kress, Los Angeles, chairman; Doctors Walter B. Coffey, 
San Francisco; Morton R. Gibbons, San Francisco; Gran- 
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ville MacGowan, Los Angeles; and Edward N. Ewer, 
Oakland. 


Cummins-Vaile Bill—Request of the Voluntary Par- 
enthood League of New York for endorsement by the 
California Medical Association of the Cummins-Vaile bill 
was presented. No action was taken. 


Clinical Prize—The Council considered the question 
of adopting a plan similar to that of the British Medical 
Association, by establishing a clinical prize to encourage 
the family physician, as suggested by the editor and rec- 
ommended by the Executive Committee. 


Action by the Council—On motion of Kress, seconded 
by McArthur, it was the sense of the Council that the 
suggestion of the editor be adopted; and that, tentatively, 
three prizes be established and competed for at the 1926 
state meeting in the sum of $100 for the first prize, $75 
for the second, and $50 for the third prize; and further 
that a committee of three be appointed by the Chair 
to formulate the necessary regulations governing such 
awards; and that the committee submit such regulations 
to the Council at its next meeting. 


Financial Statements—Financial statements of the ac- 
counts of the California Medical Association and CALt- 
FORNIA AND WESTERN MeEDIcINE for the ten months, end- 
ing October 31, 1924, were submitted in accordance with 
instructions received at the seventy-eighth meeting of the 
Executive Committee. It was the sense of the Council 
that comparative statements be compiled as of January 1, 
1925, and forwarded each member of the Council for 
presentation and discussion at its next meeting. 

French Hospital—The secretary presented for the in- 
formation of the Council a letter from the French Hos- 
pital of San Francisco, advising “that the doors of the 
French Hospital were closed to physicians and surgeons 
who are not eligible to membership in the State Medical 
Society.” 

Criticism of Profession — Councilor Curtiss of Red- 
lands submitted a letter received by him commenting on 
the criticism of the profession by a member of the Cali- 
fornia Medical Association and of the Board of Health. 


Action by the Council—On motion of Gibbons, sec- 
onded by McArthur, it was the sense of the Council that 
this communication and material upon which it is based 
be submitted to the editor for such action as he may deem 
proper in the premises. 


Protest by Health Officers—The secretary submitted 
a resolution passed by the Health Officers’ Section, League 
of California Municipalities at a meeting held at Asilo- 
mar October, 1924, protesting against the policies of the 
Journal as contained in an editorial appearing in the 
September issue of CALIFORNIA AND WESTERN MEDICINE, 
entitled “Short-Sighted Public Health Policies.” Proposed 
editorial as submitted by the editor in reply thereto was 
then discussed. 


Action by the Council—On motion of Kress, seconded 
by De Lappe, it was 

REsoLveD, That editorial entitled “California Medical 
Association Condemned by the Health Officers Section, 
League of California Municipalities,” as submitted by the 
editor of CALIFORNIA AND WESTERN MEDICINE be ap- 
proved, with the addition of a paragraph stating defi- 
nitely the association’s appreciation of the valuable ser- 
vices rendered by qualified health officers in general. 


Medical Section of Officers Reserve Corps—The 
secretary submitted correspondence from the Surgeon- 
General’s office regarding the appointment of a military 
committee to develop and promote interest in the medical 
section of the Officers’ Reserve Corps. 

Action by the Council—On motion of Kress, seconded 
by Gibbons, it was 

RESOLVED, That the Chair be authorized to appoint a 
statewide military committee on medical section of Off- 
cers’ Reserve Corps, the number thereof to be at the 
Chair’s discretion; and that the chairman of this Council 
be made chairman thereof; and further that the commit- 
tee be representative of the profession and co-operate 
with the Surgeon-General’s office. 

Endorsed Specialties—A ruling was requested, outlin- 
ing those specialties approved by the Council of the Cali- 
fornia Medical Association, particularly for use by mem- 
bers on professional cards, announcements, etc. The fol- 
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lowing list of specialties as endorsed by the A. M. A. 
was then presented: Anesthesiology, Bacteriology, Clini- 
cal Pathology, Dermatology, Gynecology, Industrial Medi- 
cine and Surgery, Internal Medicine, Laryngology, Neu- 
rology, Obstetrics, Ophthalmology, Orthopedic Surgery, 
Otology, Pathology, Pediatrics, Proctology, Psychiatry, 
Public Health, Rhinology, Roentgenology, Surgery, Syphil- 
ology, Tuberculosis, and Urology. 

Action by the Council—On motion of McArthur, sec- 
onded by De Lappe, it was 

RESOLVED, That the list of specialties as adopted by the 
A. M. A. be approved as the specialties endorsed by the 
California Medical Association. 


Status of Legal Staff—The question of continuing the 
present legal staff was brought up by the chairman and 
thoroughly discussed. 

Action by the Council—On motion of Kress, seconded 
by McArthur, it was 

RESOLVED, That the chairman of Council be empowered 
to discuss the matter with the legal staff; and further that 
the Council hopes to continue its present pleasing and 
satisfactory association. 


Status of Associate Members of County Medical 
Societies — Doctor Kinney, councilor from San Diego, 
stated that many Veterans’ Bureau men who were asso- 
ciate members of his county society and also associate 
members of the A. M. A. were desirous of becoming as- 
sociate members of the California Medical Association. 
He then called the attention of the Council to the fact 
that the constitution and by-laws of the California Medi- 
cal Association, as adopted in June, 1923, did not agree 
on this point, and asked for a ruling in the matter. 

After discussion, it was the sense of the Council that 
Doctor Kinney write the state office in detail of the situa- 
tion existing in San Diego County as a basis for the 
amendment necessary to correct the constitution. 


Permanent Convention Headquarters—Harlan Shoe- 
maker, chairman of the Committee on Permanent Con- 
vention Headquarters, being present by invitation, made 
a progress report and requested the continuance of his 
committee so that more data could be secured. 

After informal discussion, it was the sense of the Coun- 
cil that the committee be continued; and that Doctor 
Shoemaker be requested to make a further report at the 
next meeting of the Council. 


Adjournment—There being no further business, the 
Council adjourned. ' 


ALAMEDA COUNTY 


Alameda County Medical Association (reported by 
Pauline S. Nusbaumer, secretary)—The regular meeting 
of the Alameda County Medical Association was held 
October 20, Vice-President H. B. Mehrmann presiding. 


Chesley Bush spoke on “Some Conclusions as to Treat- 
ment of Tuberculosis from the Experience at Arroyo 
Sanitarium.” He emphasized the necessity of treating 
the psychology of the patient, as well as the pathology; 
the dangers of indiscriminate sun treatment of pulmonary 
tuberculosis; the apparent beneficial results of ultra vio- 
let lamp therapy on chronic peritoneal and _ intestinal 
tuberculosis. He also brought out the necessity of fol- 
lowing the rest cure with a gradual return to full work- 
ing efficiency under medical supervision. 


P. N. Jacobson read a paper entitled “Some Compli- 
cations of Nephroliathiasis,” with a report of a case of 
two attacks of calculus anuria in a solitary kidney. Both 
attacks were relieved with cystoscopic maneuver. Subse- 
quently, pyelo-lithotomy was performed, with uneventful 
recovery. The author accentuates the importance of cys- 
toscopy and ureteral catheterization in dealing with cal- 
culus anuria, as most cases of calculus anuria can be 
relieved by cystoscopy and ureteral catheterization alone. 
The author further considered the clinical symptoms and 
characteristics of the urine in nephroliathiasis, with the 
indications for and against operative treatment. 

In reporting his case of “Primary Sarcoma,” John 
Hedley Scudder stated that this is an extremely rare dis- 
ease, often latent and difficult of diagnosis; that it has 
a single pathognomonic symptom, the finding of neoplas- 
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tic fragments in the sputum, or in products obtained by 
puncture of the lung or pleura, and that the affection is 
chaticterized usually by massive involvement of the lung 
without remote’ metastases, The doctor mentioned the 
most frequent complications and described the more im- 
portant physical signs, and stated that, except in rare 
cases, treatment can only be palliative; that surgical in- 
terference remains a very questionable mode of treat- 
ment, and deep x-ray therapy has so far been without 
avail. 


At the regular monthly meeting of the staff of Merritt 
Hospital, held November 3, A. M. Smith read a paper 
on “Lethargic Encephalitis, in the course of which he 
demonstrated a typical case of that disease. His aim in 
writing the paper was to bring out the differential diag- 
nosis between encephalitis, acute poliomyelitis, cerebral 
tumor, and botulism. The use of lumbar puncture for 
diagnosis in this disease was considered of no value and 
associated with much risk if cerebral tumor was present. 
The second paper was by Milton Shutes on “Aural Ver- 
tigo.” The history of the relation of vertigo to the laby- 
rinth and of the labyrinth to organic and functional dis- 
orders was discussed with a resume of the postulates on 
which the diagnoses and prognosis of intra-cranial le- 
sions are generally made. Out of the confusion arising 
from immature conclusions, we have certain facts of 
value to the otologist and the neurologist; and from the 
work of experimental physiologists, we may hope for 
postulates which will increase the value of vestibular 
testing. 

On the evening of October 24, W. S. Porter entertained 
the staff of the Merritt Hospital at his new residence and 
offices. A buffet supper was served, followed by music, 
cards, and a general good time. The staff, as a mark of 
esteem of Dr. Porter, took this occasion to present him 
with a portrait of himself painted by Miss Bernita Lundy 
of San Francisco. 


At the general staff meeting of the Fabiola Hospital, 
held October 28, Dr. G. W. Pierce of San Francisco gave 
a talk, illustrated with lantern slides, on Reconstructive 
and Plastic Surgery. 

The date of the staff meeting of Providence Hospital 
falling on Armistice Day, the meeting was postponed. 

The meeting of the president and visiting staff of the 
Alameda County Hospital held November 3 was devoted 
to a discussion of the interesting house cases of the month. 
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CONTRA COSTA COUNTY 


Contra Costa County Medical Society (reported by 
L. St. John Hely, secretary) —The regular meeting of the 
Contra Costa County Medical Society was held at 8 p. m., 
Saturday, October 25, at the Abbott Emergency Hospital, 
Richmond. Fletcher B. Taylor of Oakland lectured on 
Poliomyelitis, the lecture illustrated by lantern slides. Dr. 
Taylor covered the pathology and etiology and symptoms 
in a very complete manner. Treatment was covered by 
Harold H. Hitchcock in a comprehensive way. C. R. 
Blake, health officer.of Contra Costa County, described 
the epidemic in the northeastern part of the county. Dr. 
Rosa Powell was elected to membership by a unanimous 
vote, and we were very glad to have her as a member; 
she was called upon for remarks, which she made in a 
happy manner. After the meeting the members adjourned 
to Martin’s Grill for refreshments. The following mem- 
bers were present: U. S. Abbott, C. R. Blake, G. M. 
Bumgarner, H. N. Belgum, John Beard, J. T. Breneman, 
J. Emmett Clark, Harold H. Hitchcock (Oakland), L. St. 
John Hely, H. L. Carpenter, Denninger Keser, Rosa A. 
Powell, Felton B. Taylor (Oakland), F. L. Horne, Hall 
Vestal. - 

A letter was read from the state secretary in regard 
to radio broadcasting lectures. The president appointed 
a committee of two as follows: Horne and Hely. 

2% 
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FRESNO COUNTY 


Fresno County Medical Society (reported by T. 
Floyd Bell, secretary) —The regular meeting of the 
Fresno County Medical Society was held November 4 
at the nurses’ home of the General Hospital. There were 
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twenty-eight members and ten visitors present. Mem- 
bers: Aller, Anderson, Barrett, Bell, Couey, Cowan, Dear- 
born, Jamgotchian, James, Jargensen, Kjaerbye, Lamkin, 
Madden, Manson, Miller, Montgomery, Morgan, Newton, 
Nedry, Quimby, Schottstaedt, Sheldon, Tillman, Tobin, 
Tupper, Vanderburgh, Wheeler, Wiese, and Nider. Visi- 
tors: L. Seligman, H. O. Collins, Phillip Dick, and in- 
terns General Hospital. The minutes of the preceding 
meetings were read and approved. Roland D. Dahlgren 
was unanimously elected a member. Frank Tillman, as 
chairman of the committee, presented these resolutions in 
regard to the death of Dr. A. B. McConnell. They were 
adopted: 


“Whereas, The hand of death has removed from our 
midst Dr. A. B. McConnell, so be it 

“Resolved, That, in the death of Dr. A. B. McConnell, 
the medical profession has lost a valuable representative, 
the Fresno County Medical Society a valued member, and 
every physician a friend; and be it further 

“Resolved, That the sympathy of this Society be ex- 
tended to the bereaved relatives, and further 

“Resolved, That a copy of these resolutions be placed 
upon the minutes of the Fresno County Mdical Society, 
and a copy sent to the immediate relatives.” Signed: 
Frank Tillman, Howard H. Hopkins, T. N. Sample. 


In regard to a fee schedule for work done for county 
patients, Dr. Tillman reported that a meeting had been 
held with Dr. H. O. Collins in regard to same, and that 
Dr. Collins was to take the matter up with the Board of 
Supervisors. 


Program—A. H. Gillihan, District Health Officer Cali- 
fornia State Board of Health, in charge of the smallpox 
situation in this locality, showed many lantern slides of 
smallpox, chickenpox, and vaccinias. He showed cases 
which presented the death-warning picture of hemor- 
rhage into the pustules. He dwelt upon the diagnosis and 
differential diagnosis of smallpox. The only means of 
conferring immunity for smallpox was (1) by contract- 
ing the disease itself, which unfortunately carries a high 
death rate, and (2) by vaccination, which is a mild 
affair. 


Langley Porter, M.D., of San Francisco presented a 
very interesting paper on “The More Serious Affections 
of the Ear as They Occur in Infants and Children.” He 
illustrated his talk by lantern slides. This paper was 
based on 166 cases of ear diseases over a period of four 
years. 


Dr. Porter took up the anatomy of the middle ear and 
mastoid, and showed how easily infections from the 
upper respiratory tract could travel to the middle ear 
through the eustachian tube or be forced through it by 
violent blowing of the nose. The prevention of middle 
ear disease lay in protecting children from respiratory 
infections, removal of bad tonsils and adenoids, and 
proper blowing of the nose. 


He presented several cases of mastoid and middle ear 
disease which did not have the symptoms and signs 
usually found in such conditions, and showing the difh- 
culty of correct diagnosis in some cases. 


He also presented cases illustrating Luc abscess, sinus 
thrombosis, and also showing the syndrome of trifical 
neuralgia, facial palsy, and internal strabismus. Early 
and adequate drainage for acute otitis media is most im- 
portant in preventing the complications of the disease. 
In most cases the diagnosis is not hard, and examination 
of the ears should be routine in children. 


F. B. Sheldon showed lantern slides of patients and 
x-rays of the long bones, demonstrating the damage of 
smallpox to the epiphyses resulting in lack of growth in 
those bones affected. 

Buffet luncheon was served after adjournment. 


Dr, Langley Porter was the guest of the staff of the 
General Hospital at luncheon on November 4. Dr. Porter 
presented an intensely interesting paper on “Modern 
Views on Infant-Feeding.” He emphasized the impor- 
tance of breast-nursing, and spoke of the methods used 
to promote proper supply of breast milk, and also the 
proper care of the nipples. However, he thought that 
every mother should not be forced to nurse her baby irre- 
spective of whether she had enough milk or not. He be- 
lieves that there are strains of mothers who produce 
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enough good milk, just as there are those who do not. 
He also discussed the various kinds of artificial feeding. 
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MARIN COUNTY 


Marin County Medical Society (reported by J. H. 
Kuser, secretary)—The Society met on October 30 at the 
office of Doctor W. Jones, with the following members 
present: O. W. Jones, Landrock, Hund, W. F. Jones, 
Clark, Mays, Larson, Kuser. 

Doctor Standmuller spoke on prenatal care of mothers. 

The paper of the evening was by H. O. Hund on 
“Retrocecal Appendix,” and it was followed by general 
discussion. 

Applications for membership of Martha Allen of Fair- 
fax and M. D. L. Allen of Novato were received and 
referred to the state secretary for approval. 
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SACRAMENTO COUNTY 


Sacramento Society for Medical Improvement (re- 
ported by G. J. Hall, secretary)—-The regular meeting 
of the Sacramento Society for Medical Improvement was 
held October 21. Members present, thirty-three; no visi- 
tors. President Drysdale presided. Minutes cf previous 
meeting read and approved. 

Report of cases: 


O. F. Johnson presented history of very unusual case 
of carcinoma of prostate, with death due to metastasis in 
spinal vertebrae and various other joints. Discussed by 
Dr. Hale. 

G. A. Foster reported unusual case of foreign body 
(candle) being found on laparotomy. 

The paper of the evening was read by W. A. Beattie 
on “Congenital Cardiac Lesions.” In his paper he men- 
tioned that the relative frequency was quite high—cause 
—anomalies of growth rather important. He also touched 
upon etiology, diagnosis, and symptoms. Many interest- 
ing findings were described. Fetal circulation was ex- 
plained. 

Congenital lesions: 1. Defect of intraverticula septum 
(Rogers disease). 2. Patent ductus arteriosus. 3. Pul- 
monic stenosis. 4. Aortic stenosis. 5. Transposition of 
organ. 

Private patients were presented, with use of radio am- 
plification to demonstrate heart sounds to the members 
through a loud speaker. 

Dr. Beattie suggested that every child’s heart should 
be examined within twenty-four hours after birth. 

Discussion was opened by C. E. von Geldern on Em- 
bryology, illustrated with blackboard drawings; by E. S. 
Babcock on Prognosis; by Bramhall and Gundrum on 
Findings in Adult Life. Discussion was closed by Dr. 
Beattie. 

Application of Herbert S. Burden was voted on. There 
were twenty-six votes cast, twenty-five being yes, and 
one blank. 

Dr. Parkinson discussed the Medical Society of the 
State of California. He also discussed the Reed-Johnson 
bill, and new fee schedule for industrial accident work. 

The board of directors’ minutes were read and ap- 
proved. 

Dr. Thomas discussed Red Cross practicing medicine. 
Moved and seconded that he be referred to the board of 
directors, etc. Discussed by Drs. Parkinson and Hall. 
Question carried. a. 


SAN BERNARDINO COUNTY 


San Bernardino County Medical Society (reported 
by E. J. Eytinge, secretary) —The Society met at San An- 
tonio Hospital, Upland, November 4, with twenty-five 
members present and twenty-five guests. 

New members are H. Garcelon of Victorville, H. A. 
Bogue of Ontario, A. S. Garnett, E. H. Hull, O. H. Van 
Emon, J. A. Patterson of San Bernardino, C. G. New- 
becker, Rialto. 

The program was as follows: 

“General Treatment of Syphilis,” by Herman Zeiler, 
M. D., Los Angeles. 

“The Treatment of Neurological Syphilis,’ by S. D. 
Ingham, M. D., of Los Angeles. 

“Prevention and Management of The Accidents Which 
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Occur in Any Regime of Anti-Syphilitic Therapy,” by 
I. C. Sutton, M. D., of Hollywood. 
Discussion on the three papers opened by Calvert 
Emmons, M.D., of Ontario. 
® 


SAN DIEGO COUNTY 


San Diego County Notes (reported by Robert Pol- 
lock, M. D.)—The new Mercy Hospital, majestically over- 
looking the valley of the San Diego River, formally 
opened its doors to the public early in November. This 
represents the last word in hospital construction and 
equipment, and the institution will be conducted as an 
open staff hospital. Detailed, illustrated description will 
be furnished our readers in the next issue. 

The October scientific meeting of the medical staff of 
the Naval Hospital was addressed by J. W. Sherrill, 
director of the Metabolic Clinic at La Jolla. The doc- 
tor’s paper represented original work on the effect of 
salt-free diets upon vascular hypertension. It stands as a 
distinct contribution to the literature on this subject. The 
November meeting at the same hospital was addressed 
by Andrew Stewart Lobingier of Los Angeles, on “Sur- 
gery of the Gall-bladder and Biliary Tract.” The sub- 
ject was handled in Dr. Lobingier’s masterly manner, 
and emphasized the need of improving our technique in 
gall-bladder surgery in order to more thoroughly eradi- 
cate infection of the liver and bile passages. While in 
San Diego, Dr. Lobingier addressed a public meeting in 
the high school auditorium on the cancer question. 

The November meeting of the county society took the 
form of a symposium on the question of trachoma. It 
represented an effort to harmonize the views of the local 
medical profession, the school authorities, the city, county, 
and federal public health authorities. No more difficult 
condition exists today than is expressed by trachoma, 
with the divergent attitudes to it of parent, teacher, phy- 
sician, specialist, and public health authorities. 

The brief flurry caused by the few cases of infantile 
paralysis in one of the local schools has entirely sub- 
sided. Ten cases occurred among the families of this 
school district and all recovered. It was found necessary 
to close the school for one week only. 


a» 
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SAN FRANCISCO COUNTY 


Proceedings of the San Francisco County Medical 
Society — During the month of October, the following 
meetings were held: . 


Tuesday, October 7—Section on Medicine: The pro- 
gram of modern criminology—A. M. Kidd, Professor of 
Law, University of California (by invitation). The 
medical faker in criminal cases—Captain Duncan Mathe- 
son, Detective Bureau, San Francisco Police Department 
(by invitation). The relations of psychology to medi- 
cine—Olga Bridgman. 

Tuesday, October 14—General Meeting: Medical effects 
and uses of the Hot Springs of Arkansas—Colonel L. M. 
Maus, U. S. A., retired. Read by Major R. D. Harden 
(by invitation). The Receiving Hospital in San Fran- 
cisco, thirty-seven years ago; a former newspaper re- 
porters’ recollections—W. W. Sanderson (by invitation). 
Some common drug eruptions-—E. D. Chipman. 

Tuesday, October 21—Section on Industrial Medicine: 
Rupture of the biceps—E. L. Gilcreest. Industrial lia- 
bility for cancer—A. R. Kilgore. Spinal anomalies in re- 
lation to industrial injury—H. E. Ruggles. 

Tuesday, October 28—Section on Eye, Ear, Nose, and 
Throat: History of cataract extraction—Hans Barkan. 
Intracranial complications of otitis and sinusitis—R. C. 
Martin. 


Franklin Hospital Clinical Society (reported by 
Ewald Angerman, secretary)—The regular monthly meet- 
ing of the Franklin Hospital Clinical Society took place 
on Monday, October 27, at the hospital, William H. 
Heinzman, vice-chairman, presiding. 

The paper of the evening was ably presented by Clem- 
ent H. Arnold, the subject being “Hysteria Attendant 
Upon Abdominal Pathology,” and was fully discussed by 
Joseph Catton. 

Dr. Arnold presented his subject in a masterful way, 
which proved of benefit to his hearers. 


St. Joseph’s Hospital Staff Meeting on Public 
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Health—November 12 St. Joseph’s Hospital staff of San 
Francisco held a “public health night.” R. W. Burlin- 
game spoke on “Diphtheria and Scarlet Fever.” We un- 
derstand the cause, prevention and treatment of diph- 
theria, but still have quite a mortality, due to antitoxin 
being used too late, in too small a dose and the waiting 
of a positive swab report in suspicious cases. The toxin 
of the disease must be combated by the antitoxin while 
still free in the blood, otherwise the toxin combines with 
the body cells and is not influenced by the injection. 
Large doses can do no harm. Subcutaneous injection is 
slow, intramuscular, the best all-around way, but intra- 
venous the choice in hospitals and advanced cases. Latter 
may cause reaction, but prevents palsies and cardiac le- 
sions. Use 100 units per kilogram of weight—even more 
p. r. n. Can inject 1 cc. to test reaction and desensitize. 
For “carriers” with sinus foci, 1 per cent mercurochrome 
spray is good. 

Scarlet fever is now known to be due to streptococcus 
hemolyticus. The Dicks have evolved a toxin for its 
diagnosis by intradermal injection, as well as an immune 
serum and antitexin. 

Dr. Jennie Anderson talked on “Toxin-Antitoxin Vac- 
cination.” Her work in school children showed 40 per 
cent of positive Schicks and, unlike reports from the 
East, even 100 per cent positives in adults. Severe re- 
actions within toxin-antitoxin were practically absent, and 
90 per cent of positives were rendered negative. 

W. T. Cummins exhibited tables of “A Survey of 
13,000 Wassermann Reactions.” Positives were found in 
7.28 per cent of these patients from the Southern Pacific 
Hospital, including almost 2 per cent women. The un- 
skilled laborers, many Mexicans, topped the different 
occupations in positives. Primary and secondary lesions 
were infrequent, but eighty-six tabes and fifteen general 
paralysis were outstanding. Anatomical distributions, ac- 
cording to frequency of luetic lesions, were central ner- 
vous system, eyes, cardiovascular, nose, bones and joints, 
and mouth, larynx and pharynx. Non-syphilitic lesions 
showing weak positives, in their order of frequency, were 
hydrocele, periostitis, and benign tumors; malignancies 
ranked low. In tabes the most common combination was 
a negative blood serum and a positive spinal fluid, while 
both positive serum and fluid ranked next frequent. 

Dr. F. C. Keck gave an “Electrocautery Knife Demon- 
stration” upon an animal and claimed its superiority for 
malignancies, as it seals lymph and blood vessels. 

Case histories were presented by H. B. Dixon (pyelitis 
and endocarditis). J. B. Herring (traumatic perforation 
of uterus). A. S. Musante (post-operative acute dilata- 
tion of heart), and J. M. Stowell (appendectomy and ob- 
struction of bowels). 

The program of December 10 follows: “Management 
of Head Injuries,’ H. C. Naffziger. “Radiograms of 
Cranial Lesions,” L. B. Crow. 


Sisters of St. Joseph’s Hospital Paid Tribute by 
Staff Members—St. Joseph’s Hospital staff, by unani- 
mous vote, recently adopted the recommendation of its 
executive board to offer voluntary assistance to the Sis- 
ters, to enable the hospital to be represented in the direc- 
tory and advertising pages of CALIFORNIA AND WESTERN 
MEDICINE and BetTrerR-HEALTH magazine. This action was 
followed by a personal subscription by each staff doctor 
as an expression of loyalty to St. Joseph’s Hospital and 
as an appreciation of the necessity of supporting the local 
medical press, both lay and professional. 
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SANTA BARBARA COUNTY 


Santa Barbara County Medical Society (reported by 
Alex C. Soper, secretary)—The Society met at the Cot- 
tage Hospital, November 10, Vice-President Nuzum in the 
chair, in the absence of Dr. Robinson. Present: Sixteen 
members, four guests. - 

Five-minute case reports followed: “Brain complica- 
tions of mastoiditis,” Philip C. Means. “Aplastic ane- 
mia,” Hugh Freidell. “New injury of old dislocated 
radius,” Arnold G. Isaac. 

Arthur B. Cecil, Los Angeles, read a paper on “Diver- 
ticula of the Bladder,” which elicited considerable dis- 
cussion on the subject, by Drs. Nuzum and Rexwald 
Brown. 

Edward J. Lamb, Santa Barbara, was unanimously 
elected to membership in the society. The application 
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for transfer by Joseph D. Lewis, formerly of Minne- 
apolis, the Hennepin County Medical Society and the 
Minnesota State Society, was referred to the censors. 

Letter from the maternal -welfare committee of the 
American Gynecological Society, etc., and letter from the 
Chicago Gynecological Society in re Sheppard-Towner 
Act were referred to a committee of two gynecologists to 
answer (Drs. Bakewell and Loveren). 

Letter from State Association in re medical radio 
broadcasting referred to a committee of two for answer 
(Drs. Means and Freidell). 

The Society voted unanimously to have the secretary 
keep a card-index record of all opium addicts treated by 
them, to prevent “repetition” of prescriptions. 


Back Numbers of Our Medical Journal Requested 
—The state office is endeavoring to complete the records 
of the association since its organization in 1856, and to 
that end would appreciate it if any member who has any 
of the following volumes would forward them to Emma 
W. Pope, M.D., secretary California Medical Associa- 
tion, 1016 Balboa building, San Francisco: 


1902—Transactions of the Medical Society of the State 
of California. 

California State Journal of Medicine: 

1902—November and December. 

1903—January to December, inclusive. 

1904—May and June. 

1905—May and June. 





1906—June. 
1907—May. 
1915—November. 


STIMULANTS, DEPRESSANTS, HUMOR 


Dear Editor—If the average intelligence of our genera- 
tion is “fourteen years or less,’’ where in the world do 
all of the expert psychologists and psychoanalysts come 
from?—San Francisco. 


Just a word of appreciation of the last number of the 
Journal. It was splendid.—E. N. E., Oakland. 


Still, it may be possible that defective glands cause 
children to develop into alienists.—S. F. Chronicle. 


I have been taking opportunity lately to examine more 
closely than I have been able to do heretofore the pages 
of California and Western Medicine. In my opinion it is 
a splendid publication, and is rendering a valiant service 
in the face of many discouraging circumstances. I have 
sometimes thought that some subjects were being over- 
emphasized, but feel quite sure that you know exactly 
what you are doing. I, therefore, indulge the hope that 
the powers of your elbow will not decrease.—O. W., 
Chicago. 


In reading over the paper sent me for discussion, 
which is a most excellent one, and the discussions 
already presented, I don’t feel that I can add anything 
to the sum of knowledge, and my conception of your pur- 
pose in obtaining discussions of this kind is to make 
them pithy and avoid repetition of what has already been 
said, probably in a better way than I could do it. You 
are fortunate in having four of the best men in California 
who have already discussed the subject. I thank yo,, for 
the opportunity which you offered me in this matter, but 
believe you will agree with me that, under the circum- 
stances, further discussion by me would not add to the 
value or effect of the presentation.—R. G. T., Los Angeles. 


Thank you for the opportunity of making some re- 
marks in closing the discussion, but I find nothing to 
add to remarks so fair and courteous.—C. L. A., Los 
Angeles. 


There are not competent people enough in the world to 
go round. Somebody must get the incompetent lawyers 
and doctors; so take care.—Bernard Shaw. 


Permit me to congratulate you on the excellent manner 
in which the last meeting of the Urology Section (of the 
San Francisco County Medical Society) was reported by 
its chairman.—W. E. S., San Francisco. 


An Honest Answer Saves a Lot of Talk 
Reporter—To what do you attribute your long life? 
Uncle Zachariah (104 years old)—Don’t know a darn 

thing about it. 





“We would not for one moment be understood as de- 
preciating the value of brushing the teeth as an aid to 
oral cleanliness,” says the Dental Cosmos editorially, “but 
in the light of various investigations we must inevitably 
come to the conclusion that the value of the act of brush- 
ing the teeth lies more in the manner in which it is per- 
formed than in the particular dentrifice used in the per- 
formance of the act.” 
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MERRY CHRISTMAS 


Another year has rolled around. Once more the 
little children are dreaming of the reindeer and the 
mystic saint who shall bestow largess on them. It is 
a time of year which, in Christian countries, has a 
softening, humanizing effect, when as it seems by 
some subtle soul process our minds turn for a few 
brief days from the more material battle with mate- 
rial things. It is perhaps a sort of stock-taking time, 
in which it behooves us to take stock of ourselves. 
Christmas—the birthday of Him who taught that 
the greatest activating motive in all creation was 
love of fellow-men. And love is, after all, the great- 
est thing. Who doubts it, if he is honest with him- 
self? Love of country, love of one’s own, love of 
one’s friends, love of one’s brother-man under the 
scheme of creation. It is the Christ spirit—the spirit 
of the true man—tender, yet strong. 

“God rest you merrie gentlemen 
May nothing you dismay.” 

It’s a good motto for the profession that carries 
forward the healing art these days. With God in 
your hearts, go forward, be not dismayed. Man has 
no nobler calling than the ministration to his fel- 
lows. You are of these ministers. 

Merry Christmas. 





PHYSIO-THERAPY—WHAT DO YOU 
THINK? 

The other day a surgeon remarked to me that 
anyone who believed in physio-therapy was a “son 
of a quack.” Those were not his exact words, but 
they mirror their meaning. He used more forceful 
terms. Why? Is not such an attitude on the. part 
of any one individual a sign of a one-track mind? 
Rather should not the attitude of the medical men 
of this age of progress be to investigate all things; 
hold fast to that which is good? 


For ages surgery has been an established art. ‘The 
trapped fox gnaws off his foot. Rough but effective, 
if the patient survives. For equally long-drawn ages 
mankind has practiced medicine in one guise or an- 
other—depending on a curative hope from the use 
of herbs and waters and minerals—and nowadays 
synthetic products under complicated names. So 
much for so much. Medicine and surgery are, how- 
ever, well established in their place. They are two 
legs, as it were, of a profession given over to the 
combat of disease. 


The question I am now inspired to ask, is there 
possibly a third leg? Galvanism and faradism are 
old. They are of age. Their possible application in 
limited fields has long been recognized. They are 
electric. But so is the high frequency; so is the 
quartz light in its source. Who doubts the x-ray 
within its field? Nobody who knows his stuff. And, 
after all, the proof of the pudding is in the eating. 
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Seeing is believing. You believe in the efficiency of 
a method when you see results. I hold no brief for 
the physio-therapist. But let’s be just. If the quartz 
lamp, the ultra violet ray, will heal an ulcer, cure a 
case of rickets more completely, more permanently 
than other commoner methods, why should it not be 
employed? If diathermy, a treatment now recog- 
nized and authorized by the Surgeon-General of the 
United States Army, and employed in the federal 
hospitals throughout the country, will save the life 
of a man with pneumonia of a type characterized by 
low temperatures, poor reaction to the malady of 
which he is a victim, why refuse to employ it at 
need? And today the physiotherapy departments of 
the government hospitals are showing some rather 
interesting results. In surgical tuberculosis it has 
effected undoubted cures. Viewed from an unbiased 
standpoint, it is a stimulant to metabolism more 
than anything else. But stimulation to metabolism 
may mean, in many cases, cure instead of the reverse. 


Carrying the thing a step further, there is the 
psychic element. Some of us are prone to ignore this 
to the benefit of the cults. But the man in the 
streets likes to see what is being done to him, none 
the less. We do not believe that hitting a man in 
the small of the back with your fist, or even a 
padded hammer, will cure appendicitis, yet Ireland, 
in his experiments, brought out that pressure over 
the origin of the second lumbar nerve will cause 
pain in the region of a diseased appendix and prove 
of diagnostic value in differentiating that disease. 
Let’s not be narrow; let’s not have a one-track 
mind. Let’s investigate. Let’s hold fast to that 
which is good, no matter where we find it or what 
it iss LTo no one man are all things given. Physio- 
therapy appears to be a valuable adjuvant—a valu- 
able addition to our available means of combating 
abnormal conditions, at the very worst that can be 
said of it. 





Utah News Notes (reported by J. U. Giesy, associate 
editor for Utah)—Dr. E. F. Root has just returned from 
Cleveland and Chicago, where he attended the cere- 
monies incident to the installation of the new president 
of the Western Reserve University. Dr. Root also at- 
tended clinics in both cities while absent. 

J. J. Galligan, Arthur Murphy of Salt Lake, E. J. Rich 
and E. C. Rich of Ogden attended the New York conven- 
tion of the American College of Surgeons, in October. 

William Rich of Salt Lake, secretary of the State As- 
sociation, attended the meeting of the secretaries of the 
component state societies of the A. M. A. in Chicago, 
November 21 and 22. 

As decided upon at the last county society meeting, the 
Salt Lake County Society will tender a testimonial ban- 
quet to Dr. Salathiel Ewing in December. Dr. Ewing is 
one of the oldest practitioners in Utah, and the oldest 
member of the society. December 24 is his ninetieth birth- 
day. He is a graduate of Starling Medical College, Co- 
lumbus, Ohio—which has now been absorbed and re- 
organized as the medical department of the Ohio State 
University—and was formerly the second oldest school of 
medicine in the state. For many, many years he has. been 
a staunch and loyal supporter of the society, and did 
much in the past to further its growth and bring about 
the organization which now exists. Those of us who 
know him best have enshrined him in our hearts. 

The department of registration reports legal proceed- 
ings instituted against John Klemeneau, and P. Kassini- 
kos of Salt Lake County for practicing medicine without 
a license; also against O. F. Waldrum of Iron County 
for practicing chiropractic without license. 

Incidentally, Ye Editor himself is taking a trip right 
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now, swinging around a circle from Omaha to Los An- 
geles and San Francisco. He will be gone a month. 
’ 


Minutes of the Salt Lake County Medical Society 
Meeting of October 27, 1924 (reported by M. M. Critch- 
low, secretary)—The regular meeting of the Salt Lake 
County Medical Society was held at the Commercial Club, 
Salt Lake City, Utah, Monday, October 27, President A. 
A. Kerr presiding. Forty-nine members and two visitors 
were present. 

B. F. Robbins presented a case of carcinoma of the 
lower lip on which he did a plastic operation three weeks 
ago. The patient was first operated in 1915, and since 
then has received paste treatment. 

C. L. Shields described a clinical course of a case of 
tumor of the spinal cord. The pathological specimen was 
presented and discussed by T. A. Flood. The tumor was 
a glioma, taking its origin from the posterior root of the 
seventh dorsal nerve, left side. Discussed by W. G. Pace. 

H. S. Scott described the appearance of a man’s skull 
which had been shot by a 35 caliber full-jacketed bullet. 
Every heavy bone in the head was crushed. 

Scientific program was devoted to a discussion of frac- 
tures. J. E. Tyree talked on fractures of the skull; he 
compared, in a very interesting manner, the present-day 
knowledge of head injuries with that possessed by the 
ancients, and then took up in detail the modern treat- 
ment. Discussed by Earl Van Cott. 

W. N. Pugh read a very instructive paper on fractures 
of the extremities. He dealt chiefly with the principles of 
treatment, necessity of x-ray, and exact recognition of 
existing conditions, indications for open operation and 
treatment of infection. Discussion was opened by F. B. 
Spencer and continued by L. N. Cassman. 

Juell E. Trowbridge’s application for transfer from 
the St. Louis Medical Society was voted upon and he was 
unanimously elected to membership, thirty-six members 
voting. 


Sol G. Kahn read a report of the Committee on Public 


Health and Legislation. 


Meeting of November 10, 1924—A regular meeting 
of the Salt Lake County Medical Society was held at the 
Commercial Club, Salt Lake City, Utah, November 10, 
with President A. A. Kerr presiding. Forty-four mem- 
bers and four visitors were present. 

The minutes of the previous meeting were read and 
accepted without alteration. 

E. M. Neher presented the case of ptosis, left upper 
eyelid, following injury, operated with good result. 

The program for the evening was arranged by the 
Utah State Ophthalmological Society. L. W. Snow read a 
very interesting paper on “Treatment of Common Colds.” 
He dealt with the etiology, prophylaxis and active treat- 
ment. Discussion was opened by F. H. Raley, continued 
by G. N. Curtis, H. Van Cott, T. F. H. Martin. 

The next paper was given by D. W. Henderson on 
“Perimetry.” He discussed the anatomy of the eye, phy- 
siology of vision, pathology of visual fields, including 
scotomata and changes in the size and form of color 
fields. He described the above conditions in the various 
diseases, and illustrated his points by diagrams. This 
very interesting paper was discussed by J. E. Dowd, H. 
Van Cott, G. W. Pace, F. M. McHugh, John Z. Brown, 
and C. Fred Wilcox. 

W. D. Donoher was unable to read his paper on the 
“Relation of the General Practitioner to the Specialist” 
because of an urgent call. 

Application for membership by transfer of G. Wallace 
Hanks was voted upon, and he was elected to member- 
ship. * 

President Kerr announced that next month Salathiel 
Ewing would celebrate his ninetieth birthday. F. W. Beer 
moved that a banquet be tendered Dr. Ewing in honor of 
this event. Seconded and carried. 

E. M. Neher announced that the Utah State Ophthal- 
mological Society meets the third Monday of every month 
at eleventh floor, Boston building, and invited all those 
who are interested to attend meetings. 


At Holy Cross Clinical Association’s meeting of No- 
vember 17, clinical cases were presented by Drs. T. W. 
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Stevenson, Claude L. Shields, J. W. Sugden, Fuller B. 
Bailey, W. W. Barber, W. G. Schulte, and E. F. Root. 

Pathological specimens by T. A. Flood. 

Former Hospital Head and Physician Dies—Dr. 
Patrick S. Keogh, former physician in this territory and 
at one time head of a private hospital located in this city, 
died Wednesday at a local hospital. Death was due 
chiefly to infirmities of age. He retired from the profes- 
sion about four years ago and had made his home at the ° 
Semloh Hotel. He was taken ill at his hotel Tuesday 
night and was removed to the hospital, where he died the 
following day. One son in business at Omaha survives. 


Dr. J. J. Buswell Dies From Stroke—Dr. James J. 
Buswell, eye specialist of Salt Lake, died November 8 
at his home, 1115 Third avenue, after suffering a para- 
lytic stroke. 

Dr. Buswell was born in Osceola, Iowa, in 1858. He 
established his home in Salt Lake twenty-four years ago. 
Mrs. Buswell died last May. 

Surviving are two sons, W. M. Buswell, who is now on 
a business trip in Southern Utah, and Jay F. Buswell of 
Wilkinsburg, Pa. 


Nevada State Medical 
Association 


W. M. EDWARDS, M. D., Mason 
CLAUDE E. PIERSALL, M. D., Reno 
Secretary-Treasurer and Associate Editor for Nevada 


1925 Meeting—Our 1925 meeting is to be held at Elko 
(and Lamoille, we hope). The date is to be decided 
later. Elko and her doctors are prepared to care for us 
as they did in 1920. 

It is not too early to begin our program for 1925. 
Many of you know now that you would like to present 
a subject, and your secretary wants your name and sub- 
ject. This is your invitation. It is impossible for your 
program committee, your president or secretary to see or 
invite you individually. So please get your name in early 
and plan on being at Elko. It will be a vacation, a profit- 
able and a pleasant two or three days. 

Think over any resolution, proposed amendment or 
communication you would like to have presented in the 
House of Delegates of the A. M. A., and submit same to 
your secretary to have introduced at Atlantic City, May 
25 to 29, 1925. 


The Opportunities of the Family Physician—Writ- 
ing under this subject (Texas State Journal Medicine) 
J. E. Dildy says: “If only two doctors in each county 
medical society would see to it that all the doctors, 
the members of the auxiliary and the druggists in the 
county, were organized into one fighting unit, which 
would fight for the right man for representative, there 
would not be enough chiroquack lovers in Austin the 
next session of the legislature, to organize a poker 
party. There is not a family doctor worth mention- 
ing, who has had ten years’ experience in Texas, who 
cannot vote twenty-five men, and twice as many 
women. That makes seventy-five votes, plus those of 
the doctor and his wife, which makes seventy-seven 
for each member of the county medical society. That 
will carry most any county the right way.” 


Maternity Bonus in Australia—For the year ending 
June, 1922, the amount paid in the Australian common- 
wealth in maternity bonuses amounted to $3,500,000, of 
which about $75,000 was spent in administration, accord- 
ing to the London correspondent of the Journal A. M. A. 
Dr. Edith Barret, in discussing the question “Is the 
Motherhood of Australia Getting the Best Value from 
the Maternity Bonus?” answers, “No.” On its introduc- 
tion, the supporters of the measure claimed that it would 
increase the birth rate, or at least arrest the decline, and 
diminish maternal and fetal mortality. But since the in- 
troduction of the bonus, the birth rate has steadily de- 
clined. Child-bearing has not been rendered any safer. 
The decline in infant mortality has been trivial, and can- 
not be traced to the bonus. The rates from 1914 to 1921 
are 71.5, 67.5, 70.3, 55.8, 58.6, 69.2, 69.1, and 65.7. 
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Doctors Becoming Critical of Advertising Litera- 
ture—AIt always has been amazing the character of 
propaganda that medicine and health vendors will try 
to stuff down the throats of doctors by direct mail adver- 
tising. Formerly, too many doctors swallowed these loose 
statements or threw them in their wastebaskets and 
thought no more about them. CALIFORNIA AND WESTERN 
MEDICINE is much pleased to have a constantly increas- 
ing stream of this kind of literature sent to us by our 
members with appropriate marginal notes. 

In one recent example a so-called “specialist,” in his 
confidential literature to doctors, puts a statement show- 
ing the remarkable curative properties of his remedy in 
-that dreadful combination of diseases “T. B. and Mal- 
nutrition.” The same remedy apparently also cures vari- 
cose veins and several other things. If it did not take 
too much space, we would be glad to publish in detail 
the caustic comments of the doctors who sent us this par- 
ticular example, on the loose statements made by this 
propagandist. 

Of course, men of this kind cannot buy space in CALI- 
FORNIA AND WESTERN MEDICINE, although they very fre- 
quently have the nerve to try. 





On Improving the Race—“Medical science is finding 
ways to protect the imperfect and incompetent from na- 
ture’s ruthless elimination; and medical science preserves 
the imperfect and incompetent tendency to posterity, to 
further contaminate the race,” says the Nebraska Medi- 
cal Journal editorially. “It would seem that the efforts of 
the physician today are well enough calculated to operate 
to the good of the individual; but that they are clearly 
and powerfully opposing the development of a better, 
stronger, healthier, and saner human race. . 

“But why shall we conclude that nature and evolution 
have ceased working when man’s mind enters into the 
work? The operation of man’s mind is as much a ‘nat- 
ural’ phenomenon as the unfolding of a flower or the 
falling of a meteor. There is no dividing line between 
‘nature’ and the human brain. A skyscraper is as much 
the work of nature as a spiderweb; a surgical operation 
is no less natural than the building of a beaver’s dam. 
The same set of rigid natural laws control them all.” 





‘What is Democracy?—According to “Woodbine Wil- 
lie’ (November Forum) “the problem of democracy. is 
the problem of all government: how to secure a reli- 
gious education that will make possible the social sub- 
limation of the irrational and instinctive in man; how to 
tap adequate and untainted springs of public informa- 
tion; how to control and direct capital for the common- 
weal without destroying its essential character. How to 
solve this triple dilemma may become the despair of 
democracy.” 

According to Lincoln, democracy is “Government of 
the people, by the people, for the people.” Another great 
statesman believes it to be “an optimistic belief in the 
power of an unfettered mob to govern itself.” Best of 
all perhaps it is defined by Mazzini as, “the progress 
of all, through all, under the leadership of the wisest 
and best.” 

With such different explanations in the definition of 
democracy in government and the still greater confusion 
in trying to live up to any of them, is it any wonder that 
physicians and other special groups fall equally far short 
in either defining or living up to definitions that should 
obtain for their particular parts of government as a 
whole? 





Women’s Clubs and Medical Organizations—‘“For 
the coming year,” says the Illinois Medical Journal, “a 
working program has been arranged with the Illinois 
Federation of Women’s Clubs which involves active co- 
operation with the Illinois State Medical Society for con- 
structive health work from the community angle. 

Among projects to be fostered by the 70,000 federated 
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clubwomen of Illinois, with the active aid of Illinois phy- 
sicians, are a series of health conferences, the first to 
be given at Urbana, November 12 and 13, which will 
constitute a symposium of authoritative health counsel for 
laymen. At these conferences all speakers discussing dis- 
ease, its prevention and cure, will be competent physi- 
cians recommended by the Illinois State Medical Society.” 





Estimated Cost of Sickness in New York—It is 
difficult to estimate the cost of caring for the sick and 
the loss of production caused by illness. “In New York 
City alone,” says Thomas Riley (Long Island Medical 
Journal), “the hospitals and dispensaries spend more 
than $25,000,000 a year, and the physicians are paid 
$25,000,000 more. Probably $25,000,000 more are spent 
by our charitable health and relief agencies. The loss in 
wages and production of goods caused by sickness is be- 
yond our present knowledge, but it may easily equal the 
cost of caring for the sick, giving us a grand total or 
more than $75,000,000 that sickness costs us in a single 
year in this city.” 





Wonderful When at Her Best—The nurse is not a 
physician, but at her best she is the helpmate and assist- 
ant of the physicians in her territory. It is not the duty 
of the county nurse to cart people off to specialists unless 
directed to do so; to negotiate half-price terms for work 
for people well able to pay; to waste her sympathies and 
energies on ne’er-do-wells, who court unmerited attention 
and who thrive on pauperization.—Nebraska State Medi- 
cal Journal. 





Nutradiet — Physicians, hospitals -and other health 
agencies will join us in welcoming Sussman, Wormser 
& Co. to our advertising columns. Their new pack of 
Nutradiet Canned Fruits (packed without syrup) is a 
worthy attempt of manufacturers and wholesale mer- 
chants to meet the newer scientific requirements in reli- 
able food products. : 

We commend the claims for Nutradiet to the consid- 
eration of all persons interested in nutrition and dietetics. 





Belgium Physicians and State Medicine—“The six- 
teenth congress of professional medicine (Belgium) pro- 
claims anew the right of a workman employed by either 
a public or a private administration to choose his phy- 
sician, and has decided to work energetically toward the 
realization of this reform,” says the Belgium. correspon- 
dent of the Journal A. M. A. “For the time being, how- 
ever, the congress has decided to support the claims of 
the appointed physicians; that is, the periodic revision 
of the lists of those who have the right to give treatment, 
the filling of vacancies, and the formation of a joint com- 
mission for the purpose of introducing reforms in the 
medical service of the railways.” 





Medical Journalism—Some time ago an article (New 
York Medical Journal and Record) said medical jour- 
nalism was characterized “by loose thinking, sloppy con- 
struction and half-baked ideas, and added that the medi- 
cal editor, -as a rule, is a creation of circumstances and 
a misfit in the profession, who is obliged to eke out a 
half-existence as an underpaid compiler of medical 
thought with which in its broad sense he is relatively 
unfamiliar.” 

Other medical journals in this country and abroad 
have made interesting editorial comments on the state- 
ment. The Boston Medical and Surgical Journal says 
that “It is unquestionably true that there are too many 
medical journals published, and particularly in this coun- 
try; it is also an undeniable fact that, in the medical 
profession, ability and success are measured largely by 
literary productiveness. Much of this is poor and it must 
find its outlet, which is not always in the poorer jour- 
nals. To check this tide of publication would be an im- 
possibility. . . . Authors will continue to bud like leaves 
through the hidden powers of nature, and the pruning 
must be done by the inexorable shears of the editor. In 
the editors’ hands lies the future of medical journalism; 
if they are fearless and without favor a valuable type 
of literature will be fostered; if they seek only to fill 
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fair, white paper with the printed word, much of the 
criticism of the Medical Journal and Record will be jus- 
tified. .. . Many editors carry on their editorial duties, 
not as a substitute for work in which they are misfits, 
but as a fitting complement to meritorious professional 
work of which they realize the breadth and dignity. 
They are not loose thinkers or half-bakers of ideas; they 
are not creations of circumstances or misfits in the pro- 
fession. They are men of judgment and sturdy character 
who are perpetuating the ideals that they have found in 
a profession of ideals.” 


Gelatine in Diets—The dietetic importance of pure, 
plain, granulated gelatine has attracted so much atten- 
tion, and the demand for more information has reached 
such a volume, that the laboratories of the Charles B. 
Knox Gelatine Company, who are extensive advertisers 
in medical publications, have prepared a book of die- 
tetically correct recipes with gelatine for diabetes, nephri- 
tis, high blood pressure, gastritis, gastro-intestinal dis- 
orders, fevers, constipation, obesity, and general mal- 
nourishment in infants and adults. 

The recipes have been most carefully worked out under 
authoritative auspices, and with each recipe is given a 
quantitative analysis of carbohydrates, fat, protein and 
calory value. 

The book will be mailed upon request—postpaid and 
free of charge—by the Charles B. Knox Gelatine Com- 
pany, Johnstown, New York, to any physician or dietitian 
who requests it. Why not send for it? 


-Financial Information and Service—The Anglo 
London Paris Company have been for some time giving 
members of the medical profession good financial advice 
in paid space in CALIFORNIA AND WESTERN MEDICINE. 
They offer to serve you. Why not try them? They are 
helping to support your journal. 

Other banks and financial advisors who are old friends 
to our members through advertising are Wells Fargo 
Bank and Union Trust Company. 


Silent Call Signal System—We are glad to call at- 
tention of hospitals and other health agencies to the 
offerings of C. F. Hartung Company, Los Angeles, in the 
advertising pages of CALIFORNIA AND WESTERN MEDICINE. 
The Hartung Hospital Silent Call Signal System is an 
excellent one, and it will be worth your while to consult 
them before placing your order. 


The Doctor Who Reads the Latest Medical Books 
—It is worth the while of all our doctors to read the 
page advertisement of The Emporium under this head- 
ing in this issue. CALIFORNIA AND WESTERN MEDICINE 
feels that, in encouraging our two good medical book 
stores (The Emporium and J. W. Stacey), both of whom 
are advertisers in the Journal, we are rendering a dis- 
tinctive and definite service to the cause of better medi- 
cine. Either of these good advertisers will not only 
secure any book published in any part of the world at 
any time for any doctor, without red tape, but they stand 
ready to serve him in a good many ways. 


Another Step in the Reduction of Hospital Costs— 
The announcement of the Oaks Sanitarium, published 
elsewhere in this issue, is a step in a somewhat unique 
and interesting effort to bring the cost of hospital care of 
curable tuberculous patients who cannot afford to pay the 
full costs of such service within their means. The prin- 
ciple underlying this movement is, that the sanitarium 
has donated the land and the services of the medical staff 
free, in a new building to house twenty patients who are 
to pay $3 per day for complete service. The building it- 
self has already been largely subscribed, and no doubt 
will be completely so in a reasonable time, by citizens 
who are interested in the problem of economical service 
to the sick. 

Doctor Voorsanger feels that, with a building donated 
by the public and medical service donated by himself and 
his staff, and by a careful prorating of other fixed 
charges connected with such a building, he can and will 
serve—and serve well—patients of limited means at $3 
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per day. This is frankly an experiment in medical eco- 
nomics that will be watched with a good deal of interest 
by all persons engaged in the work of hospital bet- 
terment. 


What a Fee!!—Health News, an official publication 
of the New York health board, in discussing physical 
examinations for school children believes that it is not 
generally known that a physician is entitled to a fee for 
examinations for working certificates to school children. 
The Compulsory Education law states: 

Fee for Making Physical Examinations—Except in a 
city of the first class and of the second class, a fee not ex- 
ceeding 50 cents shall be paid to the physician designated 
by the board of health for the physical examination re- 
quired by the provisions of this section, and this fee shall 
be a charge against the city, town or village where the 
child resides. 

A good, fast, hard-working physician could make 
almost as much as a day laborer at this job. 


“I do not intend, for one moment, to belittle specializa- 
tion, or group practice, or the city doctor. I sincerely be- 
lieve that the medical education today is better than ever 
before,” says Roland Breuer (Kansas Medical Journal). 
“These all have their indispensable place in the practice 
of medicine. What I do wish to do is to emphasize the 
necessity of the beginner, whether he be mechanic, car- 
penter, lawyer or engineer, to apprentice himslf to a 
master mechanic for some years. Especially so in the case 
of the physician, for he is mechanic, carpenter, lawyer, 
engineer, and more—minister and healer. 


Wholesaling Medicine—The organization of corpora- 
tions to conduct periodic medical examinations and to 
otherwise practice medicine according to business methods 
is coming rapidly to the fore as THE big problem of the 
medical profession. In an editorial on the subject (Jour- 
nal of the Kansas Medical Society) it is stated, among 
other interesting points, that “a great many fortunes have 
been made in the patent medicine business, and when it 
has been found that better returns may be made in pro- 
moting scientific medicine, there will be no lack for capi- 
tal. Corporations will be formed for the exploitation of 
popular surgeons and popular physicians, singly or in 
groups, who will be secured under contract and at sal- 
aries that will seem to justify them in ignoring any 
ethical regulations organized medicine may propose.” 


NOTES FROM THE CALIFORNIA BOARD 
OF MEDICAL EXAMINERS 


Another Law That Can’t Be Enforced—We do not 
know of a single instance where one of the so-called 
Chinese herb doctors who advertise extensively in vari- 
ous sections of California have a license entitling them 
to practice in this state. 

So far as our information goes, none of these Chinese 
herb doctors has any particular training. In fact, we un- 
derstand from a history of the Chinese that these indi- 
viduals need only announce themselves to be a doctor, 
and that they need have no special training or education. 

Our attention was recently directed to an article printed 
in the Dearborn Independent of August 9, 1924, entitled 
“How Chinese Quacks Wax Fat”; also, the Dearborn In- 
dependent of August 30, 1924, entitled “Stream of Patients 
Flow to Orientals.” 

Reports have come to us that various Chinese herbal- 
ists in this state are in some instances engaged in the 
abortion business, and in some other instances their store 
is apparently conducted as a blind for the sale and dis- 
tribution of narcotics. 

It would seem apparent in some localities that under- 
ground influence makes it impossible to convict Chinese 
herbalists of violation of the laws of this state. 


“Nothing should be taken for granted in a medico- 
legal case—not even the fee,” says Sir John Collie (The 
Practitioner). “More mistakes are made, and reputations 
lost, through a slovenly habit of assuming things than 
through ignorance.” 
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